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ORMSBY’S 
Diseases of the Skin 


VERY page has been subjected to the most searching revision in order that 
this work might truly and accurately reflect the exact status and sum total 
of today’s knowledge of skin affections. Approximately 400 pages, or 
more than a third of the book, have been entirely rewritten and over 100 
new illustrations inserted. Noless than 15 new diseases are described in 
Add to the foregoing a thorough review of dermatologic ‘al literature, quotations of the- 


Edition Edition 


this edition. 
opinions of leading dermatologists and the high position in this specialty enjoyed by the dis- 
tinguished author and the essential value of the book, and its necessity to every practitioner, spe- 
cialist and student is apparent. 


scription of the various diseases are impor phototherapy, liquid air aud solidified carbon dioxid and electro- 
devoted to Microscopic Anatomy, Physiol therapy, including high frequency, fulguration and electrolysis In 
“zy. and Symptomatolo.zy, leading up to ie dications for the use of these respective measures and the technic 
onsideration of General Diagnosis. The indications fc of their administration « > wonderfully clear to the reader. 
Differential cogs eae dp plainly set forth. ead tale aM usideré Then under a most co nient classification every type of cuta- 
ion is given physical examination new diaznostic methods; , e0 disorder is ¢ , . 3 ‘ ee oe and 
Seennit ania Ses of laboratory tests, including the Wassermann af Ne sang ac os sidered ti pore Sek ey oe Fasc aiae 
Noguchi’s leutin test for syphilis and the tuberculin, von Pirquet, Maes: GE SpEKaae S eral treatment fully cevelopec Here the 
her test or tuberculosis. The author’s handling of General see A 
ae venta ming The value of the better known remedies the many prescriptions and formulas su necessary for successful 
for Internal and External Medication is discussed. Marked atten practice, is brought forcibly liome to you fhe unusually thorough 
tion is given opsonotherapy, serotherapy, vaccine therapy, spraying, index deserves a word of praise here occupying 36 double-columned 
hydrotherapy, radiotherapy, (including both x-rays and radium), pages, it enables you to find instantly any information needed 


sreat value of really superior illustratious as aids in diagnosis, and 


By OLIVER S. ORMSBY, M.D., Professor and Head of the Department of Skin and Venereal Diseases, Rush Medical 
College (in affiliation with the University of Chicago); Dermatologist to the Presbyterian, Saint Anthony’s and West 
Suburban Hospitals, and the Home for Destitute Crippled Children; Consulting Dermatologist to the ee Asylum of the 
City of Chicago, ete. Octavo, 1166 pages with 445 engravings and 4 colored plates. Cloth, $10.00 net 
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Dr, Frank, formerly connected with 
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devoting himself to research work. 


D. APPLETON and COMPANY 


Announce the publication of 


GYNECOLOGICAL 


AND 


OBSTETRICAL 
MONOGRAPHS 


These Monographs are to be distinguished from Sys- 
tems and Textbooks in that they do not pretend to cover 
the entire field of Gynecology and Obstetrics. Each volume 
deals with a specific problem—a live subject and treats it 
in detail. In the preparation of the series the idea upper- 
most in the minds of the publishers was to provide a means 
whereby the general practitioner might enjoy the results 
of the actual experience and practical methods of men who 
are regarded as dominant forces in progressive American 
thought and opinion. They will prove an invaluable aid to 
the progressive specialist in this particular field by keeping 
him informed of the latest developments in gynecology and 
obstetrics. The possession of the monographs means having 
the consultant on the book shelf, and what is more the 
consultant is always ready to give you the very best. 


SOLD ONLY IN SETS 





PLEASE USE THIS CONVENIENT ORDER FORM 


D. Appleton & Company 


35 West 32nd St., New York City 
Please send me Gynecological and Obstetrical Monographs, in ten volumes, for which I agree 
to pay $40.00 as follows: $4.00 (check herewith) and $4.00 per month, until the account is paid. 
It is understood that these Monographs will be delivered prepaid to my address in the order of 


their publication. 
Name 


Street . 


S.M.J.-5-21 
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LIPPINCOTT’S NEWEST BOOKS 


ANSPACH—A New Gynecology: 


There seems to be a distinct place for the text-book presenting the subject in a systematic form, giving all the necessary 
information, and omitting such details as are not immediately required for practical purposes. In this work the subject is 
so presented as to provide the student with the whole necessary information, and to act as a ready guide to the accurate 
diagnosis and the successful treatment of the gynecologic conditions. 

The work gives a description of the normal structures and of the normal functions, and a review of the causes that 
produce the abnormal; a summary of the manifestations of the abnormal and of the methods of treatment. 

In addition to affections of the generative organs proper, such diseases of the intestinal and urinary tract as are most 
frequently encountered in women have been considered: Static backache, sacro-iliac sprain, toxic arthritis. : 

The work is most beautifully and elaborately illustrated and the original drawings are by leading artists. It is written 
by Brooke M. Anspach, M.D., Associate in Gynecology, University of Pennsylvania. Cloth, $9.00. 


SHEARS-WILLIAMS—A Difjerent Obstetrics: 


The strongly individualistic teachings of Dr. Shears have been allowed to remain unchanged in this third edition of his 
celebrated practical work. ’ 

Changes will be found in, and new material added to, the subject matter of Metabolism of Pregnancy, Syphilis in 
Pregnancy, Toxemias of Pregnancy, Anesthesia in Labor, Blood-pressure in Pregnancy, and Cesarean Section. New illus- 
trations have been added, including three colored plates. 

Three large editions have been required in three and a half years because of the entirely different original, successful 
and practical method of handling the subject, and because Shears gives you the things you generally are unable to find— 
little bedside hints—the reasons “why” founded on long experience; the right and the wrong way to use your hands, your 
instruments, your every act is shown, described in pictures. It is written by George P. Shears, Professor of Obstetrics 
at the New York Polyclinic Medical School and Hospital, and by Phillip F. Williams, Instructor in Obstetrics, Graduate 
School of Medicine, University of Pennsylvania. , 419 illustrations—$8.00. 


WHITE-MARTIN—A Standard G. U. 


For the past twenty-three years this work has been used by teachers, students and practitioners wherever the English lan- 
guage is known. The current edition is brought completely up-to-date. Advantage has been taken of the opportunity to 
introduce new illustrations, to add a section on the prophylaxis of venereal disease, to so modify certain sections as to 
make them more complete or more specific, and to revise the index. 

The 12th edition is by Edward Martin, Commissioner of Health, Commonwealth of Pennsylvania; Benjamin A. Thomas, 
Professor of Urology in the Graduate School of the University of Pennsylvania : and Stirling W. Moorehead, Surgeon to the 
Howard Hospital, Philadelphia. 424 engravings, 21 colored plates. Cloth, $8.50. 


SHARPE—Brain Injuries: 


With and without a Fracture of the Skull—their diagnosis and treatment. This is a report of the largest number of 

personal cases of brain injuries ever recorded—over 1000 patients. 

The expectant palliative method of treatment is sufficient for two-thirds of these patients, whereas the operative treat- 
ment is necessary in only one-third. The average mortality of 50 % has been reduced to 27 % in this series of ali cases 
with or without operation, and each patient has been followed from the time of injury to his present condition or death 
and ieee The findings are recorded and errors of diagnosis and of treatment are thus disclosed and fully dis- 
cussed. 

The technique of the operation of subtemporal decompression and drainage is described in detail and fully illustrated. 
Diagnosis and treatment of acute and chronic brain injuries of newborn babies is given in detail in over 100 cases. 
Drawings, photographs, moving pictures to the number of 232, illustrate this work of 757 pages. Cloth, $8.00. It is 

written by William Sharpe, Professor of Neurologic Surgery, New York Polyclinic Medical School and Hospital. 


BUCKLEY—Psychobiological Medicine: 


Is a guide to the study of mental disorders for students and practitioners. As the domain of general medicine has become 
considerably broadened and many of the newer facts have been brought to light through the channels of Biology, and as 
the field of ‘‘traditional General Physiology’’ has become more or less fully occupied by Experimental Biology, so the moie 
of approach to the problems of Psychiatry has been following similar trends. 

We have come to consider the group of mental disorders which belong to the class of recoverable psychoses not pri- 
marily as mental diseases, but as reflections of some bodily disorder. 

The reactions of the patient as a whole individual form the subject underlying every problem in psychiatry. In this 
work, such has been arranged for the general practitioner in a concise form, yet embracing a sufficient number of biological 
and psychological data to indicate the course which this viewpoint required him to follow. 

It is written by Albert C. Buckley, Associate Professor of Psychiatry, Graduate School of Medicine, University of 
Pennsylvania. Illustrated—$7.00. 


KARSNER— Principles of Immunology: 


This book has been prepared in the hope that a concise statement of the facts and most important hypothesis concern- 
ing resistance to infection may serve to provide a clear understanding of a subject of the utmost importance in modern 
diagnosis and treatment. 

Designed for those practitioners whose duties have made it impossible to digest a large mass of publications on the 
subject, the scope of the book is restricted to fundamental principles. The plan throughout is to present on an experi- 
mental basis demonstrated facts and to supplement this with brief discussions on the practical bearing of the phenomena 
upon resistance to disease in man. 

By Howard T. Karsner, M.D., Professor of Pathology, Western Reserve University, and Eugene E. Ecker, Ph.D., 
Instructor in Immunology, Western Reserve University. Octavo, 309 pages, illustrated. Cloth, $5.00. 


J.B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi W. C. 2 East Washington Square Unity Building 
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NEWNAN, GA. 

“I am convinced beyond all question 
that I have found real, living value in 
TICE’S PRACTICE. I have owned ten 
systems of medicine and surgery and 
at last and for the first time have one, 
TICE’S, which sells for less than it’s 
worth. I just would not be without it.” 





STONEWALL, OKLA. 

“I like TICE’S PRACTICE OF MED- 
ICINE just simply fine. I don’t see 
how I could do without these books. 
In fact I would not be without them 
for twice the price.” 


CHESNEE, S. C. 

“I am more than pleased with the 
PRIOR SYSTEM OF MEDICAL 
SERVICE and think it is the first word 
in, medical publication.” 


NORFOLK, VA. 

“T take pleasure at this time in stat- 
ing that I have never in my practice 
experienced such good service as I have 
since receiving TICE and the PRIOR 
SYSTEM OF MEDICINE. It is very 
time-saving and I consider it excel- 
lently planned and well published.”’ 


MARLIN, TEXAS. 

“TICE’S PRACTICE OF MEDICINE 
is the best system we have ever seen 
and we take pleasure in recommending 
it to our friends.” 


SOUTH PARK, KY. 
“TICE’S PRACTICE OF MEDICINE 
is just what I wanted.” 


MONROE, LA. 

“We find TICE’S PRACTICE OF 
wine INE quite the best reference we 
ave 


GAINESVILLE, FLA. 

“T am very much pleased with TICE 
and believe that it fills a long - felt 
need. Personally I would not be with- 
out. it,” 





The South is Solid—— 


in appreciation of 


TICE’S PRACTICE OF MEDICINE 


(Loose-leaf—‘‘It never grows old’’ ) 









There’s a reason. Every TICE article was 
written according to a definite, time-saving, 
blue-print plan. This gives TICE a uniform- 
ity never before attained in a work of this 
character. In every TICE monograph there is 
a “sick room” sequence of viewpoints in ap- 
proaching pathological conditions. Diagnosis 
is not involved with other aspects of the clin- 
ical picture. The essential points in therapy 
and reference have been studiously system- 
atized in TICE. All therapeutic measures are 
brought out in bold face type. Bibliographies 
and references are listed in detail. Indices are 
very complete and exhaustive. The illustra- 
tions are clear; they are made from actual 
conditions and are large enough to be of actual 
service in observation in the private circles of 
the practitioner. Every mechanical feature is 
so well appointed that the physician loses no 
time in consulting the pages of TICE. “Jn- 
genious and practical” is the remark of a New 
Jersey subscriber concerning TICE and the 
PRIOR SERVICES. The whole system is 
truly a scientific service planned for practical 
purposes. There is not an idle page, nothing 
to grow shelf-worn. Each service—TICE, IN- 
TERNATIONAL MEDICAL DIGEST, NEW 
PAGES OF CLINICALLY PROVEN MATE- 
RIAL, THE RESEARCH SERVICE—plays 
consistently into the field of the other. No 
doctor can ever grow stale with this system in 
his possession. 











Name 


Address . 


W. F. PRIOR COMP ANY, Inc., Hagerstown, Maryland 


Please send me, today, free of charge, your eight-page circular and literature descriptive 
PRACTICE OF MEDICINE, and the PRIOR SERVICE. 


Meet us at the Boston Convention, A.M.A., June 6-10, 1921. 


of TICE’S 



















































































SOUTHERN MEDICAL JOURNAL 











DEUAURUBU 


BURVUEUROEOR 


IE 


DUBUBUBUBUBUBUBURU 


5B, 
2 

= 

kA 
Re 
LD 

| 
~) 
es 

a 
~ 
°| 
~() 
s 

| 
~ 
°| 
~) 
°| 
~~ 
2) 
~ 
s 

A) 
~| 
LO) U 
Ri 
2) 
& 


IUSUBUEUEUEUED 


DILLY GYVOVOY GVO GVA LOL GLOSS 








The Medical Interpreter 





A Practical, Co-operative, Illustrated Interpretation and Translation of the 
WORLD’S RECENT MEDICAL and SURGICAL ADVANCEMENTS. 





THE MEDICAL INTERPRETER 


is just off the press, and contains practical post-graduate lectures on PNEU- 
MONITIS, covering DIAGNOSIS AND TREATMENT, based on new and 
advanced attitudes on the pneumonias, and the physician will not find any 
such article or explanation in any other medical literature, old or new. 


ANESTHESIA-SPLANCHNIC 

BLADDER, CONTRACTED (RECENT RADICAL TREATMENT) 
CRANIOPLASTIES, CARTILAGINOUS (OPERATIVE) 
GALL-STONES (NEW TREATMENT) 

TABES AND VISUAL DISORDERS, by FUCHS 

TESTICLE TRANSPLANTATION 

MANUAL on BLOOD PRESSURE 

MANUAL, SERUMS, VACCINES 

MANUAL, TESTS 


More than 175 applied articles, covering recent attitudes and ideals in medi- 
cine and surgery. It’s the busy doctor’s best tool and weapon. 


A CLEARING HOUSE OF RECENT, PRACTICAL, MEDICAL 
INFORMATION. 


Note review in April, 1921, issue of the Southern Medical Journal, 
Pages 342-343. 


This is a co-operative enterprise, and we invite every worth-while Doctor 
to join us. 





The Interpreter Publishing Co., 
Southern Branch, Atlanta, Ga. 


I shall be glad to have you furnish me with circular matter and com- 
plete information in regard to the Medical Interpreter and the co-operative 
features for Doctors. 
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‘THE MassacCuusetTts GENERAL HospitraL 
extends tts privileges to all Physicians and Surgeons through the 
Case Records embodying the unique method of case study of 

RICHARD GC. CABOT, M.D. 
&¥ HUGH CABOT, M.D. 


© The best clinical reasoning submitted to the test of post-mortem 
evidence. 

© Weekly stimulus of the progressive work and thought of* a 
great Frospital. 

© -tdevanced Work, such as pneumoperttoneum and combined 


cistern-lumbar pun [ure, described in Ws beginnings. 


« Verbatim reports of discussions contrasting LIeWS, est1on 


NZ, the if ffONS of CYYOr the red blood of real life. 


| SS.OO pe aAnNnLM, $4.00 for an introductory half-year 
moderately priced, aS part of the Flospital s contribution 10 


Vedicine. 


PusrisHep Werk ty SvecIMEN Copies 
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After-Treatment — 
of Surgical Patients al ad ane ie 


tion of all the surgeons and first 


By Willard Bartlett, A. M.,M. D., F. A.C. SS. —ssistants.” 








and Collaborators Paes ee 
In two volumes of more than 1075 pages, 6x91, 
with 436 illustrations, including original drawings, “I cannot let the opportunity 
pass of telling you how well I think 
photographs, and color plates. you have done a very difficult piece 


of work. You have prepared a 
$12.50 chapter in surgery that will live.” 


ge | 


A work that will appeal to every physician and surgeon 








George W. Crile: John B. Deaver: J. Shelton Horsley: 
“It is a very valuable work, and 
“T am delighted to have your two “A splendid exposition of the sub- to my mind fills a badly needed 


splendid volumes which have just ject and will be of great use to the want in surgical literature. The 
been received. I am very glad to profession and to students who work contains many useful and 





add them to my library where I have the good fortune to consult it. really life-saving suggestions that 
am sure they will be referred to I congratulate you upon the pro- so far as I know are not embodied 
constantly.” duction of such a s splendid work.” in any other single book.” 
: ae 
4*Sign and mail the coupon now! C. V. MOSBY COMPANY in. Med.) 


Metropolitan Building, St. Louis, Mo. 


THE . Vy, MOSBY COMPANY Please send me a copy of Bartlett’s “After-Treat- 
ment i i ” for which I enclose 


i of Surgical Patients, 
Medical Publishers ee (eet ee eee ee ey Se 


Ask for a copy of our new medical book catalog 














Mellin’s Food 


is a means to aid the physician in modifying fresh 
cow's milk for infant feeding. It is composed of 








Maltose, Dextrins, Proteins 
and Salts 


and each one of these food elements has an im- 
portant place in the adjustment of cow’s milk to 
meet the requirements of the infant deprived of 
natural nourishment. 


Mellin’s Food Company, Boston, Mass. 
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Complete Information Supplied 


Are You Treating a Difficult Case? 
Are You Preparing a Medical Paper? 
_ Are You Doing Constructive Professional Work? 

















If so, complete information on the subject in question will be of 
great value to you. 

The Research and Special Service Department of the American 
Institute of Medicine supplies busy physicians with full informa- 
tion on all medical subjects. 

Complete bibliographies prepared—material abstracted—trans- 
lations made from all languages, etc. If the information you 
seek has appeared anywhere in book, manuscript, magazing 
reprint, leaflet, report, or in any language, it will be found for 
you. 

Every question receives the individual attention of an expe- 
rienced research worker, who prepares a complete answer, and 
forwards it in as brief a time as possible, consistent with accu- 
rate work. 

The charges for the service rendered, which are reasonable, are 
based upon the kind of work done and the amount of time spent. 
Literature describing in detail the work of the Department wilil 


be sent upon request. 


Siieiaaeens ae Sabie Sati mas = : 
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American Institute of Medicine, 13 East 47th Street, New York City 


Please send me full information about your Research and Special Service Department; also please let 
me know what it will cost to do the following work for me. 
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Surgical 
Dressings 


A Tube to Try 








B&B Surgical Lubricant com- 
bines the qualities you desire. To 
prove this, a full-size tube is sent 
to surgeons on request. 

It is perfectly sterile, for we 
sterilize after sealing. 

It is mildly antiseptic without 
bein’ irritating. 

It is water-soluble, so one may 
use it freely on instruments, 


gloves and hands. 


How it excels 


It is an excellent lubricant 
without grease to soil. For hands, 
gloves and instruments it fulfills 
every requirement. 


It softens the skin. It soothes 





It is non-corrosive. 


It is sterile and aseptic, also 
mildly antiseptic. 

It is non-staining. Plain water 
removes it from clothing and 


bedding}. 


A B&B standard 
This article typifies the B&B 


standards. Each represents dec- 
ades of effort to meet or exceed 
your requirements. 


All our sterile dressings are 
sterilized after wrappin3. 


Each B&B product is the de- 
velopment of masters, in close 
co-operation with physicians and 
surgeons. 








burns and eruptions. eee Send the coupon for one ex- 
Plain water will remove every fame.) @mple of what these efforts have 
trace from hands or instruments. accomplished. 





BAUER & BLACK Chicago New York Toronto 
Makers of Sterile Surgical Dressings and Allied Products 





BAUER & BLACK 
25th and Dearborn Sts., Chicazo 


I am not acquainted with B & B Surpical 
Lubricant. Please mail me, without charge, a 


ans full-size tube of B& BSurpical Lubricant totry. 
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Research & Biological Laboratories 


up hits, 
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THYROXIN SQUIBB 


The chemically pure, physiologically active constituent of the thyroid gland, intro- 
duced by Kendall and made by E. R. SQUIBB & SONS under license of the 
University of Minnesota. Possesses all the activity of desiccated thyroid and offers 
the advantage of accuracy in dosage and therapeutic effect. Marketed in tablets 
of 1/320, 1/160, 1/80, and 1/32 grain each for administration by mouth. Crystal- 
line Thyroxin for intravenous use is supplied in vials of 10 milligrammes to 100 


milligrammes. 
NOW READY FOR DISTRIBUTION, 





SEASONABLE BIOLOGICALS 


ANTIPNEUMOCOCCIC SERUM SQUIBB LEUCOCYTE EXTRACT SQUIBB 
(An adjunct to Serum and Vaccine Therapy) 


Type I 
DIPHTHERIA ANTITOXIN SQUIBB SMALLPOX VACCINE SQUIBB 
(Small in Bulk—Low in Solids) (In Capillary Tubes) 
THROMBOPLASTIN SQUIBB 
For almost three-quarters (Physiologic Hemostatic) 






of a century this seal has 
been justly accepted as a 
guaranty of trustworthiness. 


E-R: SQUIBB & SONS, NEWYORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 





(Local and Hypodermic) 


RELIABILITY 





SQUIBB 
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You Need Vitamines! 








Medical Science has decided that the human system 
needs vitamines. If they are not supplied the 
powers of resistance will slip away. Naturally, 
the run-down condition which is the first symp- 
tom of the lack of vitamines appears when 
proper foods are not taken. However, a run- 
down condition is really only a warning of other 
ills caused by a lack of vitamines. 


Without vitamines people cannot keep well. They 
cause food assimilation and consequent growth 
in children—in grown ups—by a like stimulation 
of the food assimilating powers. They replace 
worn tissue and lost bodily vigor. In short, they 
are essential to life itself. 


New knowledge about food and nutrition has revealed here- 
tofore unknown causes of disease traced to wrong food 
or a diet containing insufficient vitamines, the hereto- 
fore little-known things occurring in some foods and 
absent in others. 


The Medical press are constantly airing the question: “Do 
self-rising flour mixtures destroy the original vitamines 
in flour either through bleaching or as a result of the 
mixtures, the nature of which requires the acid and 
alkali ingredients to lie in continual contact with the 
flour itself?” If, as many claim, this question is to be 
answered in the affirmative, it naturally follows that 
bread, biscuits, and pastry made from self-rising flour 
lose considerable of the vitamines ; therefore, the system 
does not receive the full value of the food taken. The 
safe course which is pointed out to the family physician 
is to recommend pure, plain flour and a baking powder 
of standard quality, like Calumet, and to be especially 
watchful in all cases of malnutrition to avoid a diet 
without vitamines. 
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SERVICE 


On Coolidge Tubes 


N order to assure users of Coolidge Tubes the utmost in repair service, and 


which is intended to operate to their decided advantage, 


suggestion is offered: 


the following 


Hereafter, put it up to the nearest Victor Service Station to handle 


Coolidge Tube repairs for you. 


report on your trouble. 


Send the tube to that office, together with a 
Our Distributor will take up the work from there 


on, will follow it through for you and see that the tube is returned to you at 
the earliest possible moment. 
This co-operation on the part of a specially trained service organization will 


mean the source of much satisfaction to Coolidge Tube users. 


Our Service 


Stations are in direct touch with the factory, assuring you that service which 
you are anxious to get—prompt and efficient—thus relieving you of unneces- 
sary correspondence and loss of time. 


Victor X-Ray Corporation 


General Offices and Factory 


Jackson Blvd. at Robey St. 


ALA.— BIRMINGHAM 

719 Brown-Marx Building 
CAL.— LOS ANGELES 

930 Hill Street 
CAL.—SAN FRANCISCO ' 

334 Sutter Street 
CANADA—EDMONTON 

402-406 Empire Puildirg 
CANADA—TORONTO 

24 Hayter Street 
CANADA—VANCOUVER 

536 Smythe Street 
CANADA— WINNIPEG 

Keewayden Block 
COLO.—DE NVER 

838 Gas and _— Bldg. 
GA.—ATLANT 

513 Hurt Rualding 
ILL.—CHICAGO 

236 S. Robey Street 

30 E. Randolph Street 
IOWA—DES MOINES 

518 Utica Building 


Victor Service Stations 


LA.—NEW/ CRLEANS 

619 Maison Flanche Annex 
MASS — BOSTON 

711 Boylston Street 
MICH.— DET a 

103 Bri adw 
MICH. “GRAND RAPIDS 

220 Ashton Building 
MINN.—DULUTH 

4531 Pitt Street 
MINN.—MINNEAPOLIS 

220 La Salle Building 
MO.—KANSAS CITY 

414 E. 10th Street 
MO.—ST. LOUIS 


214-215 University Club Bidg. 


NEB.—OMAHA 

536 Peters Trust Building 
N. Y.—ALBANY 

437 Delaware Avenue 
N. Y.—BUFFALO 

318 Pearl Street 


Chicago 


N. Y.—NEW YORK 

131 E. 23rd Street 
N. Y.—ROCHESTER 

4(8 Cornwall Bldg. 
OHIO—COLUMBUS 

145 E. State Street 
OKLA.—OKLAHOMA CITY 

516 Colcord Building 
OREGON—PORTLAND 

828 Morgan Building 
PA.—PHILADELPHIA 

25 S. 17th Street 
PA.—PITTSBURGH 

620 Fulton Building 
TENN.—MEMPHIS 

869 W. Madison Street 
TEXAS—AUSTIN 

708 Colorado Street 
TEXAS—DALLAS 

601 Insurance Building 
WASH.—SEATTLE 

823 White Building 
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CHINOSOL 


IS THE BEST 


ANTISEPTIC 


ITS WIDE THERAPEUTIC SCOPE AND GREAT SUPERIORITY ARE BECAUSE IT IS 








Does not break down granulation 
Causes no irritation 

Possesses marked analgetic power 
An instantaneous deodorant 
Allays inflammation 


1 More powerful than bichloride 
2 Non-poisonous 

3 Does not coagulate albumin 

4 Does no injury to membranes 
5 Does no damage to tissues 


SCeemrna 


- 











SIX HALF GRAM TABLETS . 
aN 
ACCEPTED BY COUNCIL ON HINOSOL | 


En (OD ROE RN ARO A (ALL RIGHTS RESERVED) 
Intense Non- Peiccnem, Non-Irritatine 
Antise; odorant f 
DIRECTIONS on BOTTOM OF Box 
N.Y. REGISTRY NO. 125 
CHINOSOL Co.,PARMELE PHARM.COo,,N.Y. 
PRICE SO CENTS, 









A SAMPLE TO ANY PHYSICIAN AND 
LITERATURE SHOWING WHAT 
CHINOSOL HAS ACCOMPLISHED 























Sn " Ik m Ao 
= ; = 
=| We are now manufacturing = 
(|| SILVER-SALVARSAN [If 
= (The sodium salt of silver-diamino-dihydroxy-arsenobenzene) = 
= This has been used with success in Europe for more than two years past. Silver- = 
= Salvarsan is in clinical use in the following New York hospitals and clinics: be 
-- Vanderbilt Clinic - - (Service of Dr. Fordyce) = 
= HA - Skin and Cancer - - (Service of Dr. Stetson) = 
= . Bellevue - - - (Service of Dr. Parounagian) = 
= M E Volunteer - - - (Service of Dr. Baketel) = 
= The physicians who are administering the product are well satisfied = 
= with the results obtained. Silver-Salvarsan effects a more rapid = 
= B Z. disappearance of the contagious lesions than the other forms of = 
e < _ Salvarsan and practically no reaction follows its administration = 
= LAG - SILVER-SALVARSAN is now ready for general dis- E 
Trade OR tribution to the medical profession. = 
Pat. Off. = 

©| HAMETZ LABORATORIES, Iu \§ 
| One-Twenty-Two Hudson Street, New York = 
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Positively Sterile Without Added 


Preservatives 


ABBOTT’S 


Made From Fresh Glands 
Physiologically Standardized to a Definite, always Uni- 
form Potency FOR OBSTETRICAL AND SURGICAL 
USES-— 
Try this valuable stimulant of uterine contractions in 
labor. With many it has superseded other remedies in 
shock and cardiac failure. Supplied in boxes of 6 mil 





THER ABHOTT LAROBRATORIES 
VAL Ocees 











ampules. 
20% (full strength)........$1.58, net per box 
10% (half strength)........ 1.13, net per box 


Specify ‘“Abbott’s” Also in bulk containers and oral solutions. 





Send for Literature on this and other Council-Passed Specialties such as Chlorazene, 
Barbital, Cinchophen, Acriflavine, Parresine, Digipoten, Benzyl Benzeate, etc. 


SEND FOR PRICE LIST AND ASK YOUR DRUGGIST TO STOCK THE ABBOTT LEADERS 
NEW YORK SEATTLE 


THE ABBOTT LABORATORIES, Dept. 79, CHICAGO 5,X/‘FraNcisco “TORONTO 






































Besides showing a 
remarkable degree 
of freedom from 
heart-depressant, kid- 
ney irritant, constipat- 
ing and cumulative by- 
effects. 


Schering & Glatz, Inc. 


150 Maiden Lane, NEW YORK 


RHEUMATISM 


Has decidedly more 
prompt pain, inflam- 
mation and congestion 
relieving properties 
than the _ Salicylates, 
simple or complex. 


Information, Literature 
and Ample Trial Quantity 
from 
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CALCREOSE lessens cough and expectoration. 
CALCREOSE stimulates the appetite. ss 
CALCREOSE improves nutrition. 
= CALCREOSE increases body weight. = 


CALCREOSE is an ideal intestinal antiseptic and its use is indicated = 
in primary or secondary infections of the intestinal tract. = 





CALCREOSE is of special value as an adjuvant in the treatment of 2 
= pulmonary tuberculosis. = 





E Samples (Tablets) and Literature on Request 
= THE MALTBIE CHEMICAL COMPANY 
Newark, New Jersey 


SC CC 
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Glenwood Park Sanitarium, yore... 


SUCCEEDING TELFAIR SANITARIUM 





The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS--Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 
nervous affections due to uterine or ovarian disorders. 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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STUART CIRCLE HOSPITAL 


RICHMOND, VA. 


ESTABLISHED IN 1913 AS A 
DEPARTMENTAL CO-OPERATIVE 


GROUP HOSPITAL 


SURGERY: 
Stuart N. Michaux, M.D. 
Charles R. Robins, M.D. 
OBSTETRICS: 
Greer Baughman, M.D. 
Ben H. Grey, M.D. 


MEDICINE: 


Alex. G. Brown, Jr., M.D. 
Manfred Call, M.D. 


OPHTHALMOLOGY, OTO-LARYNGOLOGY: 


Clifton M. Miller, M.D. 
R. H. Wright, M.D. 


NEW-FIFTY-BED-ADDITION 


COMPLETE PATHOLOGICAL AND ROENTGENOLOGICAL 
LABORATORIES 


TRAINING SCHOOL FOR NURSES 
ONLY HIGH SCHOOL GRADUATES ADMITTED 


ROSE ZIMMERN VAN VORT, R. N., 


Superintendent. 

















Memphis General Hospital 
School of Nursing 


Connected with the 


University of Tennessee College 
of Medicine 


offers affiliation to approved Schools of Nursing. 
Excellent opportunities for practical experience 
in all branches of Nursing, Surgical, Medical, 
Obstetrical, Contagious Disease (except small- 
pox) and Pediatrics, also an out-patient depart- 
ment. 


Arrangements will be made with Superintend- 
ents of Schools of Nursing to give students 
branches of service desired. Full maintenance 
with an allowance of fifteen (15.00) dollars each 
month is provided. On completion of service a 
certificate and pin of affiliation are given the 
student. 

For information on affiliation, address Super- 
intendent of School of Nursing, Memphis Gen- 
eral Hospital, Memphis, Tenn. 











Southern Pediatric 


Seminar 
Saluda, N.C. Asheville, N.C. Black Mountain, W. C. 


A two weeks’ Post-Graduate course in the 
fundamentals of the diseases of children 
will be given at the above centers from July 
25 to August 5, inclusive. Lectures or 
courses will be given by the following men, 
among others: 


Wm. P. Cornell, M.D., Charleston, S. C. 
Lewis W. Elias, M.D., Asheville, N. C. 
Frank Johnson, M.D., Charleston, S. C. 
Wm. A. Mulherin, M.D., Augusta, Ga. 

R. M. Pollitzer, M.D., Charleston, S. C. 
Aldert Smedes Root, M.D., Raleigh, N. C. 
Frank Howard Richardson, M.D., Brooklyn, 


N;. ¥. 
J. Buren Sidbury, M.D., Wilmington, N. C. 
Geo. M. Cooper, M.D., Raleigh, N. C. 
Yates W. Faison, M.D., Charlotte, N. C. 
H. H. Harrison, M.D., Asheville, N. C. 
D. Lesesne Smith, M.D., Spartanburg, S. C. 


For further information address, 


D. LESESNE SMITH, M. D., 
Saluda, N. C. 
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The South Memphis 
Hospital 


for the treatment of cancer and other new 
growths by diet, medicine, electricity, x-ray, 
radium and other recognized methods. 

For rates, terms, etc., address 


F. REESE KENTON, M. D., 
508-9 Bank of Commerce Bldg., 
Memphis, Tenn. 











The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


Associate Medical Director 
KERRVILLE, TEXAS 








Hospital For General. Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased: conditions is emphasized. 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 

A complete staff of skilled specialists in co-opera- 
tion. 

For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 

DR. LARUE D. CARTER 
‘Norway” Hospital for General Diagnosis and 
Nervous Diseases. 

















West Main Maternity Sanitarium 


A Private Sanitarium and Lying in Hospital 
for the care and protection of young’ 
women during pregnancy, confine- 
ment and gynecological 
treatment. 


A nursery for the proper care of babies. 
Patients accepted any time during gestation. 


Adoption of baby when arranged for. 
Open to all ethical physicians. 


For further particulars, address, 
SUPERINTENDENT, 
1547 West Main St. Phone Maple 455. 
OKLAHOMA CITY, OKLA. 


M. H. NEWMAN, B. Sc., M. D., 
Medical Director, 


314 Colcord Bidg. Phone Walnut 1088 














THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 





One Hundred Twenty-five Beds. 
Four Hundred Bath Capacity Daily. 

A modern institution equipped with all the 
latest laboratory, X-ray and physio-therapy 
methods used in the diagnosis and treatment of 
chronic diseases. A graduate doctor in charge 
of each department—thus utilizing teamwork. 
Marlin hot water is similar to the famous Carls- 
bad. 

STAFF 

Dr. J. W. Torbett—Superintendent, Diagnosis 
and Treatment. 

Dr. O. Torbett—Diagnosis and Treatment. 

Dr. W. K. Logsdon—Urology, Rectal and Skin 
Diseases. 

Dr. Mary L. Webb—General Chronic Diseases 
and Gynecology and Corrective Gymnastics. 

Dr, F. A. York—Chest Diseases. 

Dr.Edgar P. Hutchings—Eye, Ear, Nose and 
Throat. 

Dr. J. B. White—Roentgenology and Gastro- 
enterology. 

Dr. Cromwell Rogers—Pathologist. 

Dr. L. P. Robertson—Dentist. 

Dr, H. H. Robertson—Dentist. 
For further information write for folder to 
TORBETT SANATORIUM, Marlin, Texas. 
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ANNOUNCING THE ’ RICHMOND, 
REORGANIZATION OF ST. ELIZABETH’S HOSPITAL VIRGINIA 
. UNDER THE GROUP SYSTEM 
Si Announcement is made of the inauguration at St. Elizabeth’s of a policy of expansion to meet the steadily in- 
creasing utilization of the services of this hospital. 
The staff has been increased, and the equipment has been greatly augmented. St. Elizabeth’s is now open as a : 
private medical and surgical hospital, with the most modern prerequisites for surgical work, and for medical and 
neurological examination, diagnosis and treatment. A department of urology fills a long felt need. The X-ray labo- 
ratory is fully equipped. The clinical laboratory is prepared to do routine work, bacteriology, pneumococcus group- ; 
ing, asthma and hay fever tests, blood chemistry, etc. Folin’s “‘blood system” is routine. ' 
The addition to the staff of a trained dietitian from Columbia University and the Peter Bent Brigham Hospital, ; 
Boston, will allow the preparation of special diets to suit the individual requirements of each case. Dietaries in dia- j 
| betes and nephritis are arranged by a dietitian of wide experience. 5 
’ J. Shelton Horsley, M. D., Austin I. Dodson, M. D., Margaret Tholens, B. A., & 
Surgery and Gynecology. Surgery and Urology. Clinical Pathology. 
Warren T. Vaughan, M. 2D.. Fred M. Hodges, M. D., Nellie H. Van Dyke, B. S., q 
Internal Medicine. Consulting Roentgenologist. Dietetics. & 
For information, address: MYRA E, STONE, R. N., Superintendent. ‘ 
JULIAN P. TODD, Business Manager. | 
~ at j 
: 
9 | 
Dr. J. F. Yarbrough’s 
e e a 
Private Sanatorium 
; 
COLUMBIA, ALA. j 
Gastrointestinal Diseases, Pellagra, q 
Chronic Rheumatism, ‘“‘Bright’s Disease,”’ 
Diabetes (Allen Method). 7 
Adequate Night Nursing Service Maintained. 3 
CONSULTING STAFF. ; 
Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 4 
Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala. 4 
Reference: The profession of Houston County. 4 
Dr. S. W. Welch, Montgomery, Ala. 4 
4 
scm ———— = = : 
| 
CURRAN POPE A. THRUSTON POPE | 
f 
: 
' 
: 
4 
| 


1 A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
troubles, drug habits and alcoholism. Bed-ridd2n cases not received without previous arrange- 
ment. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. ! { 
Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 


buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 
LOUISVILLE, KENTUCKY 


Long Distance Phones Incorporated 
Established 1890 115 West Chestnut St. 


CUMB. M. 2122 HOME 2122 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


WESLEY HOSPITAL 


12th and Harvey Streets, /OKLAHOMA CITY, OKLAHOMA 
CONDUCTED BY THE OKLAHOMA CITY CLINIC 


With the diagnostic equipment at our disposal we are prepared to assist in working out 
obscure and complicated cases. 





CLINICAL PATHOLOGICAL AND CHEMICAL 
LABORATORY 


A laboratory completely equipped in all depart- 
ments so that all classes of clinical bacteriolog- 
ical, pathological and chemical work can be done 
in the one laboratory. 

Our laboratory personnel are thoroughly trained. 
have had many years’ experience in laboratory 
work and spend all their time in this special line. 


Partial Fee Table 















DTI UN oes cee $ 5.00 
BDUCOMONOUE VACCINES .........~.0i.--.-ccsccseseerscosseosesstee 5.00 
Tissue Diagnosis 5.00 
RE IND sn gonad cna cascvavecasossnntoniacsssbaicamesssepel 2.50 
Sputum 2.50 
Pus smears 2.50 
Pasteur treatment, 21 doses... 25.00 
Blood chemical tests, single..... 3.00 
Blood chemical tests, complete........................... 20.00 


Fees for other work in proportion. 
All classes of chemical analytical work. 
Daily Wassermann “runs’’ except Sundays. 


kK - Bleeding tubes, sterile containers, cul- 
ree: ture media, instructions for collecting 
and mailing specimens. 


! 


X-RAY DIAGNOSTIC DEPARTMENT 


An up-to-date, fully equipped Radiological 


Laboratory. 


Radiologist, especially trained for gastro- 


intestinal and renal diagnosis. 


We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio- 
graphs on each case. 


Renal work is supplemented with ureteral lead 
catheters and pylographic injection of the kidney 
pelvis when necessary. 


Fluroscopic examination and stereograms of 
chest and all bone work. 


RADIUM AND X-RAY THERAPY 


Amply equ.pped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 
adjunct to surgery. 








Members of the Clinic 


Dr. A. L. Blesh 

Dr. W. W. Rucks 
Dr. M. E. Stout 

Dr. J. Z. Mraz 

Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 
Dr. J. Southgate 








Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 


This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a refined 


home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 








Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 


A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 

Training school for nurses. 

















ASHEVILLE, N. C. 





APPALACHIAN HALL 


DR. BERNARD & SMITH AN INSTITUTION FOR ADT Gv Reynolds 
™ Sg ig yoo in Charge THE TREA I MENT OF a gig gee 
iss V. E. Live Yr. . M r 
gay Ba gh on 8 NERVOUS DISEASES Dr. W.L. Duan 


Supt. of Nurses 


We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Deparcment. 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 
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The Buie Clinic and Marlin | ‘z 


Sanitarium-Bath House 


connecting with 


The Arlington Hotel 


MARLIN, TEXAS 





A thoroughly modern institution for chronic diseases. Capacity of Clinic and Bath recently doubled, install- 
ing every modern convenience and improvement. Using Marlin’s famous hot mineral waters and all approved 
methods of diagnosis and treatments. Marlin waters are similar in analysis to those of the leading spas of 
Europe, coming from a depth of 3400 feet, temperature 147 F. A daily bath capacity of 800. The following 
departments are maintained: Internal Medicine, Diagnosis, Urology, Syphilology, Pathology, Roentgenology, 
Dietetics, Electro-therapy, Eye, Ear, Nose and Throat and Hydrotherapy. 


















N. D. Buie, M.D., Supt. and Diagnosis, 

F. H. Shaw, M.D., Asst. Supt. and Gyne- 
cology, 

Aug. J. Streit, M.D., Eye, Ear, Nose and 
Throat, 


L. M. Smith, M.D., Urology and Syphilology, 
S. S. Munger, M.D., Roentgenology, 

O. T. Bundy, M.D., Internal Medicine, 

H. S. Garrett, M.D., Internal Medicine, 

Iva Lee Bouslough, M.D., Pathology, 

T. W. Foster, D.D.S. 




















‘The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 





A new and _ thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 





¢ ARCHIBALD E. BAKER, M_D., F.A.C.S. 
Surgeon in Charge 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
172 Capitol Ave., ATLANTA, GA. 


ae ie ec eee 





Physiotherapeutic,Dietetic, 
Medical 


Two of its features: 


Treatment of Dia- 
betes. (Allen Method) 


Rest and Fattening 
Cure. (5 lbs. per week) 


Rates, $35 to $50 per 
week. Good cuisine. 





Homelike resort atmos- 
phere. 


Laboratory facilities. 
Modern equipment. 


For Information and Reprints 
address 


W. W. BLACKMAN, M. B. 




















THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE, 


For Tuberculosis in any 
Form. 


STAFF: 


Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

Dr. W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, 
Henderson Division 
of L. & N. Ry. 





Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases, X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated pooklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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Altitude 1850 Feet Mild Winters Abundant Sunshine 


Breezy Summers 


THE CORNICK SANATORIUM—For Pulmonary Tuberculosis 


BOYD CORNICK, M.D., Medical Director. C. R. TREAT, Associate and Supt. SAN ANGELO, TEXAS 

An institution for the care and treatment of early stage cases of pulmonary tuberculosis. Patients 
without reasonable prospects of an arrest of the disease are not received. Applicants from a distance 
admitted only after preliminary correspondence with their family physician. FOR RATES AND OTHER 
INFORMATION, ADDRESS THE MEDICAL DIRECTOR. 

















THE SARAH LEIGH HOSPITAL 


NORFOLK, VA. 


The Staff eombined under Group System in 1919, and the equipment greatly improved with the most up-to-date 
facilities for thorough Diagnosis, and Surgical, Radium and Medical Treatment. 


STAFF 


Southgate Leigh, M.D., F.A.C.S. 
Surgerv and Gynecology. 
James H. Culpepper, M.D. 
Surgery and Orthopedic Surgery. 
Stanley H. Graves, M.D., F.A.C.S. 
Genito-Urinary and Rectal Diseases. 
Frederick C. Rinker, B.A., M.D. 
Internal Medicine and Diagnosis. 
Harry Harrison, M.D. 
Internal Medicine and N-O Anaesthesia. 


TRAINING SCHOOL FOR NURSES 


Capacity, eighty-five beds. 


8. B. Whitlock, M.D. 
Roentgenologist. 
G. Bentley Byrd, M.D. 
Obstetrics. 
Daphne Conover, B.A. 
Pathologist and Laboratory Technician. 
L. L. Odom, R.N. 
Superintendent. 
S. S. Preston, R.N. 
Assistant Superintendent. 














THE MERIWETHER HOSPITAL AND TRAINING SCHOOL FOR NURSES, Inc. 


24 GROVE STREET, ASHEVILLE, N. C. 











SURGICAL: Dr. Eug. B. Glenn, Chief; Dr. Ben M. 
Meriwether, Dr. A. T. Pritchard, Dr. Arthur F. 
Reeves, Dr. J. L. Adams. 


MEDICAL: Dr. Chase P. Ambler, Chief; Dr. Clyde 
E. Cotton, Dr. M. L. Stevens, Dr. W. J. Hunnicutt, 
Dr. H. G. Brookshire, Dr. C. C. Orr. 


EYE, EAR, NOSE AND THROAT: Dr. E. R. Rus- 
sell, Dr. J. B. Greene, Dr. R. H. Buckner. 


STAFF 


A thoroughly equipped and modern Hospital for 
Surgical, Gynecological, Medical, and Obstetrical 
Cases. 

All modern conveniences, such as vacuum 
cleaners, electric elevators, sun porches, etc. Two 
thoroughly equipped operating rooms. Open entire 
year. 








DIRECTORS 


Dr. Ben M. Meriwether, President; Dr. E. R. 
Russell, Vice-President; Dr. Clyde E, Cotton, Secre- 
tary; Dr. W. J. Hunnicutt, Treasurer; Dr. M. L. 
Stevens, Dr. Arthur F. Reeves, Dr. Eug. B. Glenn. 





NEUROLOGY: Dr. B. R. Smith. 
GASTROENTEROLOGY: Dr. A. W. Calloway. 
DERMATOLOGY: Dr. C. W. Brownson, 


G. U. AND DISEASES OF THE RECTUM: Dr. P. 
R. Terry. 


PEDIATRICS: Dr. L. W. Elias. 
ANAESTHETIST: Dr. W. J. Hunnicutt. 
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BIRMINGHAM INFIRMARY 


SURGICAL MEDICAL GYNECOLOGICAL OBSTETRICAL 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients. All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs. B. E. Golightly, R.N., Superintendent. 


Long Distance Phone, West End Pr. Exchange 980 
BIRMINGHAM, ALA. DR. W. C. GEWIN, Surgeon in Charge 

















Radium-Therapy Department | | Pathological Department 


of e e e 
The Biraieslion Ththenary Birmingham Infirmary 
BIRMINGHAM, ALA. 


Established 1916 


Fully equipped for every test 
Radium in any form for the ther- 
apeutic administration 
where indicated. 


of clinical value. Only standard 


methods used. Fee list, media, 


Address communications to 


Birmingham Infirmary 
BIRMINGHAM, ALA. 


Dr. W. C. Gewin, President 
Dr. H. F. Wilkins, Radiologist 


sterile containers and instrue- 
tions for shipping specimens 
upon request. 


JOHN V. MIX, Director 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 


water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


























Che 


tenal 
An ethical seclusion maternity home and hospital A, 
for unfortunate young women. Patients accepted ## 





any time during gestation. Adoption of babies when 


arranged for. Prices reasonable. Write for 90- 
page illustrated booklet. 


: . KANSAS CITY 
e283 Ghe Willows KANSAS CITY 
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LYNNHURST SANITARIUM “*n 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery. Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. 




















KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 

(C. & N. W. Railway, Six Miles North of Chicago.) 
Built and equipped for the treatment of nervous and mental 

diseases. Approved diagnostic and therapeutics methods. 
An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 








tor. 
Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 
Kenilworth Sanitarium Kenilworth, II. 














For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M. D., Supt. 


Waukesha, ° - . : Wisconsin 
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ARLINGTON HEIGHTS SANITARIUM | 


P.O. BOX 978, FORT WORTH, TEXAS 


For Nervous’ Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 

WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 

















OCONOMOWOC 
WIs 
HEALTH RESORT CONSIN 
For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
' west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natural park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet readily acces- 
sible. A beautiful country in which to convalesce. 

The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. The bath 
department is unusually complete and up-to-date. Work-therapy 
and re-educational methods applied. 

4 3 Number of patients limited, assuring the personal attention of 
. the resident physician in charge. : . : 
New Building Absolutely Fireproof Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 








DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 




















For Nervous and Mental Diseases, Drug and Alcohol Addictions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Ciub. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. C. W. Stevenson, M.D., Res. Physician. 
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DR. SEALE HARRIS’ DIETETIC INFIRMARY 


FOR THE DIAGNOSIS AND THE DIETETIC, MEDICAL AND EDUCATIONAL TREAT- 
MENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION, 


THE DIETETIC INFIRMARY HAS NO OPERATING ROOM BUT CONVALESCENT 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOSIS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INFIRMARY IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 
IT 1S LOCATED ON BIRMINGHAM’S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE, 


FOR FURTHER INFORMATION ADDRESS DR. SEALE HARRIS AT 804-808 
EMPIRE BUILDING, OR DR. SEALE HARRIS’ DIETETIC INFIRMARY, HIGHLAND AVENUE 
AND SYCAMORE STREET, BIRMINGHAM, ALA. 




















The Tucker Sanatorium, Inc. 








Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases. 

















CHAS. M. HENDRICKS 
J. W. LAWS 


Medical Directors 


ROY C. YOUNG 


Asst. Medical Director 








THE HENDRICKS - LAWS SANATORIUM, ‘res one of the most modern 


and thoroughly equipped 


FOR TUBERCULOSIS private institutions for 


the treatment of tubercu- 
losis. High-class accom- 
modations. Fireproof con- 
struction. Individual 
sleeping porches. Excel- 
lent cuisine. Altitude 4000 
feet. Climate ideal all of 
the year. For further in- 
formation, address 


M. R. HARVEY 
President 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For Nervous and Mental Diseases, General 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
Patients have many recreations such as 


baths. 

tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta, 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bldg. Atlanta, Ga. 











PETTEY & WALLACE 


tei a__SANTARIUM 





Sn: 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high-class inetitution. 
Licensed. Stric’ 
Best A 
Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 
method. 
Detached building for mental patients. 














City View 
Sanitarium 


(Established 1907) 
JOHN W. STEVENS, M.D. 
Physician-in-Charge 
Telephone Main 2928 
Rural Route No. 1 Nashville, Tennessee 








For the Treatment of MENTAL and 


NERVOUS DISEASES and ADDIC- 


TIONS. 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for each 
sex. A thoroughly modern and fully 4g 
private hospital, operating under state license. 
Large, commodious buildings offering accommo- 
dations to meet the desires of the most exacting. 
Situated out of town in a quiet, secluded place. 
Large, shady grounds. Specially trained nurses. 
Two resident physicians. Capacity 65. References: 
Medical Profession of Nashville. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 
Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. i 
Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 
Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 











Shortle’s Albuquerque Sanatorium 


FOR TUBERCULOSIS 


ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


A private sanatorium where the closest personal attention is 
given each patient. Complete laboratory and X-Ray equipment 
4 for diagnostic purposes. Compression of the lung and sun-bath 
j treatment after the methods of Rollier. Steam heat, hot and cold 
# water, electric lights, call bells, local and long distance tele- 
phones and private porches for each room. Bungalows if desired, 

Situated but 1 1-2 miles from Albuquerque, the largest city 
# and best market of New Mexico, permits of excellent meals and 
i service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 














ER SANATORIUM [(tice'SSiiss 2hnone 
THE POTTEN LUNGS AND THROAT 
MONROVIA, CALIFORNIA A thorcughiy equipped institution 

a for the scientiic treatmént of tuber- 
culosis. Hish class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
" ger, A.M., M.D., LL.D., Medical Direc- 
tur. J. E. Pottenger, A.B., M.D., 
Assistant Medica] Director and Chief 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ine. 
Bidg., Fifth and Spring Streets. 
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Th Ci e ti \) it e 
Inc. 1873 
For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 
F. W. Langdon, M.D., 
Visit. Consultant 
Cc. B. Rogers, M.D., 
Resident Medical Director 
H. P. COLLINS, Business Manager Egbert W. Fell, M.D., 
Box No. 4, College Hill Res. Clinical Director 
CINCINNATI, OHIO are, se 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


For _ purely 
nervous’ cases, 
nutritional er- 
rors and con- 
valescents. 





















Completely 
equipped for hy- 
aqarother - 
apy, massages, 
etc. 

Cuisineto 
meet individual 
needs, 


F. W. Langdom, 
M.D., Visiting 
Consultant 

Egbert W. Fell, 
M.D., Resident 
Clinical Direc. 
tor 


Cc. B. Rogers, 
M.D., Resident 
Medical Direc- 
tor 


H. P. Collins 
Business Man- 
ager 
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Washington Radium & X-Ray 


Laboratory 
WASHINGTON, D. C. 


For the treatment of all malignant and benign lesions in which 
Radium, massive doses of X-ray and Fulguration have been rec-- 
ommended. 


Address 


DR. C. AUGUSTUS SIMPSON, 
1219 Connecticut Ave., Washington, D. C. 














JOR Suis, o.. ST. ALBANS SANATORIUM, Inc. #78 85's ™""® 


RADFORD, VIRGINIA 





detail. Continuous Nauheim and Tonic Baths. 


Massage and Electricity. 
Clinical Laboratory fully equipped. 





patients. 
For details write for descriptive pamphlet. 








The Hydrotherapy Department is complete in every 


Special emphasis given to Rest, Diet, Occupation, 


A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronie 
medical, nervous and mild mental disorders, It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 





OXFORD RETREAT 
OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
HARVEY COOK, M.D., Physician-in-Chief 
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ATLANTA RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 








nadium for the treatment of conditions in which the use of radium is 
indicated. 


For particulars address, 
COSBY SWANSON, M. D., Medical Director 








— Maternity Bome 
RA D | U M AN D X- RAY A STRICTLY ETHICAL AND moe 


FOR SECLUDING AND PROTECTING 


LABORATORY Respectable Unmarried Pregnant Women 


through confinement. Baby placed for legal adop- 


Gp che Lady Mary 


1207-11 Empire Building tion if arranged. City and State License. 
Correspondence confidential. For details, address 
BIRMINGHAM, ALABAMA TheLADY MARY MATERNITY HOME, Birmingham, Ala. 


Dr. J. E. Garrison, Physician in Charge 





MATERNITY HOME 


Paeee ers Confinement in Seclusion 
Recommended by City Welfare Board. 
Address 


DR. J. A. MEADOWS, MRS. T. F. DIXON, 
3401 Carpenter St., 
Dallas, Texas. 


Phone Edgewood 1514. 





Director 

















The Seuthora Refien Glinic. Inc. 


CUSHACHS BUILDING 
NEW ORLEANS, LOUISIANA 








DR. ROBERT BERNHARD STAFF DR. HENRY LEIDENHEIMER 
DR. F. TEMPLE — DR. THOMAS B. SELLERS 
DR. P,. J. CARTER DR. PAUL T. TALBOT 
DR. AN SEL M . CAINE DR. H. W. E. WALTHER 
DR. PETER GRAFFAGNINO DR. ARTHUR LEE WHITMIRE 


DR, J. RAYMOND HUME 


DR. CHAS. H.- VOSS, Radio-Therapist 





ADDRESS COMMUNICATIONS TO 
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RADIUM THERAPY || The Radium Institute 


in connection with of New Orleans 
NEWELL & NEWELL In Connection With 


Sanitarium TOURO INFIRMARY 


705-707 Walnut St., Chattanooga, Tenn. DIRECTING BOARD 
Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohlmann 


Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 
Dr. F. W. Parham Mr. A. B. Tipping 

















An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 


indicated. For the treatment of conditions in 
which the use of Radium is indi- 
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UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages, 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Two large general 
hospitals absolutely controlled by the faculty and several hospitals devoted to specialties, in 
which clinical teaching is done. 

The next regular session will open October 1, 1921. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate Schvol of Medicine. 
Louisiana Post-Graduate School of Medicine. 
Offers courses in all branches of medicine and surgery. 
Special facilities for courses in the Eye. and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. 
Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 




















South. 
Students admitted to all courses throughout the year. 
JAMES M. BATCHELOR, M.D., President. JOSEPH A. DANNA, M.D., Secretary. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 











SCHOOL OF OPHTHALMOLOGY : . 
HERMAN KNAPP MEMORIAL EYE HOSPITAL. The New York Skin and Cancer Hospital 
SPECIAL POST GRADUATE INSTRUCTION 


The following all-day course extending over a period 
of three months is open to qualified medical practi- For Graduates in Medicine 
tioners. On completion of the course a certificate of Will be given as follows: 


attendance is granted to the student with the privi- ss e 4 . - A 
lege of remaining three months as an assistant in 1—Hospital and Dispensary instruction diagnosis 
and treatment of diseases of the skin. 


the stints. 2—Instruction in syphilis—diagnosis, laboratory 
1. Daily Clinics in Dis- 6. External Diseases of work and Bench nd ory _ : i 
2. R ue ll 7.0 the _ ve 5 $—Instruction in X-Ray Therapy. 
- Refraction : 7. Operative Surgery 4—Laboratory instruction in the pathology of 
3. Muscular Anomalies 8. Physiological Optics skin diseases and new growths, including clin- 
4. Ophthalmic Quizes 9. Pathology ical methods for the demonstration of the 
5. Ophthalmoscopy 10. Ophthalmic Neurology commoner parasites. 
The course begins October, January, April and July. 5—Hospital and dispensary instruction in the 
A vacancy occurs on the House Staff July, 1921. surgical treatment of cancer. 
DR. G. H. GROUT, Secretary Apply to Superintendent 
500 W. 57th St., New York City, N. Y. 301 E. Nineteenth Street, NEW YORK CITY 








Medical College of Virginia|'| Nashville Private 
UNIYBICAL COL LeEatoe Ving Maternity Hospital 


(Consolidated) 





For the care and protection 


Medicine-Dentistry-Pharmacy 
of unfortunate young women. 
STUART McGUIRE, M.D., Dean — 
Now osname batiding, completely equipped ant DR. J. H. PRESTON, Physician 
modern laboratories. xtensive Dispensary service. 
Hospital facilities furnish 400 clinical beds; individ- Address: MRS. L. SWEENEY 
ual instruction; experienced faculty; practical cur- 
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J. R. McCAULEY, Secretary 
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School of Hygiene and Public Health 


of 


THE JOHNS HOPKINS UNIVERSITY 


The fourth session opens October 4, 1921. Opportunities for instruction and investigation will be 
offered in Public Health Administration, Epidemiology, Bacteriology, Immunology and Serology, Medical 
Zoology, Biometry and Vital Statistics, Sanitary Engineering, Physiology as applied to hygiene, including 
the principles of industrial and educational hygiene, Chemistry as applied to hygiene, including the analysis 
of foods and the principles of nutrition, Social and Mental Hygiene, etc. The courses in these subjects are 
organized upon a trimestral basis, and students may enter the School as candidates for a degree, or as 
special students, at the beginning of any trimester. Men and women students are admitted on the same 
terms. 


Courses are arranged leading to the degree of Doctor of Public Health, Doctor of Science in Hygiene 


and Bachelor of Science in Hygiene. The details in regard to the requirements for matriculation in these 
courses are described in the catalogue of the School, which will be forwarded upon application. 


A Certificate in Public Health may be awarded to qualified persons after one year of resident study. 


An intensive course, comprising conferences, demonstrations and laboratory work, and designed to 
meet the needs of Public Health Officers, will be given from November 14 to December 238, 1921. Fee $50.00. 


For further information address the Director of the School of Hygiene and Public Health, Johns Hop- 
kins University, 310-312 West Monument Street, Baltimore, Maryland. 














UNIVERSITY OF LOUISVILLE 


MEDICAL DEPARTMENT 


Eighty-third Annual Session begins Sept. 
20, 1920. Entrance requirements for the 
1920-21 session—two years of College work 
including Physics, Chemistry, Biology and 
English, in addition to the tifteen units’ 
work in an acredited, standard high-school. 


The two-year premedical course of in- 
struction is given in the Academic Depart- 
ment of the University. A combined B.S., 
M.D. degree granted after two years of 
study in College of Arts and Sciences and 
four years in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-Dollar City Hospital. All-time 
teachers in Clinical Medicine and Surgery. 
Co-educational. For further information 
and catalogue, address the Dean. 


HENRY ENOS TULEY,.M.D., 
Louisville, Ky. 











The Graduate School of Medicine 


of the 


University of Alabama 
Announces special courses 


In Medical and Surgical Diagnosis 


For further information address the Dean 


JAMES S. McLESTER, M. D. Dean 
930 South 20th Street 
BIRMINGHAM 
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POPULAR SPECIALTIES 


Stocked by leading wholesale and enterprising retail druggists in all parts of the 


United States. 


LUTEIN—Corpus Luteum—TABLETS, H. W. & D. 
For ovarian dysfunctions and insufficiency 
Especially for climacteric disturbances. 

45 five grain or 100 two grain tablets in a tube. 


Dose: 10 to 30 grains daily. 


BENZYL BENZOATE—MISCIBLE, SOLUTION, H. W. & D. 


For painful or distressing spastic contractions of smooth muscular tissue, especially 


that of the abdominal viscera. An efficient vasodilator in hypertensicn. 


20 per cent. miscible alcoholic solution in 2 fluid ounce bottle. 


Dose: 


From ten drops to two teaspoonfuls, largely diluted and sweetened. 


BULGARA—Bacilli Bulgarici—TABLETS, H. W. & D. 


For intestinal putrefaction or fermentation. 
Changes intestinal bacterial environment. 


50 tablets in a tube. 
Dose: 3 to 6 tablets daily. 


Cool feedings before adding tablets. 


Ample Literature Upon Request. 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 









































Surgical Catgut Ligatures 


Pituitary Liquid 
is the perfect preparation of 
Posterior Pituitary active 
principle. It, too, is without 
preservatives— c. c. obstet- 
rical, 1 c. ¢. surgical. 


Corpus Luteum 
(Armour) 
is true substance and will 
give results. Powder 2 and 
5 gr. capsules and 2 and 5 
gr. tablets. 


Plain and chromic, regular 
(60 inch) emergency (20 
inch) Iodized (60 inch) 
Strong and sterile. 
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LABORATORY 


\ PRODUCTS 





An Incomparable Product 


The Suprarenalin preparations are now 
available. 


Suprarenalin Powder - - - 1 grain vials 
Suprarenalin Solution, 1:1000 - 1 oz. bottles 
Suprarenalin Ointment, 1:1000 - - tubes 
Suprarenalin designates the astringent, 
hemostatic and pressor principle of the 
Suprarenal Gland as_ isolated by the 
Armour chemists. 


Suprarenalin Solution is the incomparable 
preparation of the kind. It is water-white, 
stable and non-irritating and is entirely 
free from chemical preservatives. 
Suprarenalin ointment is bland 
and its effects very lasting. 


ARMOUR sxc COMPANY 


CHICAGO 
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SYMPOSIUM ON NEPHRITIS 


ETIOLOGY AND DIAGNOSIS OF 
NEPHRITIS* 


By J. B. McELRoy, M.D., 
Memphis, Tenn. 


CLASSIFICATION 


Degenerative, inflammatory and athero- 
sclerotic processes in the kidney are in- 
cluded under the clinical term “nephritis.” 
These conditions have usually been de- 
scribed in text books under the headings 
acute parenchymatous nephritis, chronic 
parenchymatous nephritis, chronic intersti- 
tial nephritis and amyloid kidney. It has 
been difficult to arrive at a classification 
equally satisfactory to the clinician and 
pathological anatomist because there has 
been no harmony as to the pathogenesis of 
the various forms. 

It has been shown that chronic paren- 
chymatous nephritis does not represent an 
entity. In it are included two groups of 
cases which differentiate themselves clinic- 
ally by the condition of the blood pressure. 
In the group without increased blood pres- 
sure, while the macroscopical appearance 
of the kidney corresponds to the large 
white kidney, microscopical examinations 
show no evidence of inflammation in the 
glomeruli, but certain degenerative changes 
in the epithelium of the kidney tubules. 
The group showing increased blood pres- 
sure shows stasis, hyperemia, exudation, 
on and proliferation in the glome- 
ruli. 

In the course of further combined clin- 
ical and pathological study it was found 
that true inflammatory changes may occur 





_*Read in Symposium on Nephritis, General Ses- 
sion, Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 


in the glomeruli without increased blood 
pressure. These cases include a group of 
hemorrhagic focal nephritides, such as the 
embolic focal nephritis described by Loh- 
lein, the focal acute interstitial nephritis 
described by Councilman, and focal glome- 
rulo-nephritis occurring in infectious proc- 
esses. 

Though it has long been agreed that 
chronic interstitial nephritis does not rep- 
resent an entity, it has been proven com- 
paratively recently that these kidneys are 
not the outcome of a gradual interstitial 
inflammation; that they are primarily due 
to athero-sclerosis of the small and smallest 
blood vessels of the kidney. This group is 
characterized clinically by increased blood 
pressure and cardiac hypertrophy. The 
condition of the kidney function shows 
that there are two sub-groups. The one 
without disturbance of kidney function has 
been variously designated as hyperpiesis 
(Allbutt), hypertensive cardio - vascular 
disease (Janeway), and benign hyperten- 
sion (Volhard and Fahr). The other with 
impairment of kidney function is called by 
Volhard and Fahr malignant hypertension, 
the combination form, athero-sclerosis of 
the small and smallest blood vessels of the 
kidney plus degeneration and inflamma- 
tory changes in the glomeruli. 

We had best discard the old terms paren- 
chymatous and interstitial and approach 
the classification of these nephropathies on 
a clinical, functional and anatomical basis, 
which offers advantages for diagnosis, 
prognosis and treatment. But there are 
distinguished authorities, some of them 
self-denominated skeptics, who do not be- 
lieve that a classification on such a basis is 
justifiable in the present state of our 
knowledge. A simple clinical classification 
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sufficing for the present-day management 
of nephritic patients is suggested: acute 
nephritis, chronic nephritis with and with- 
out edema, and possibly a subacute ne- 
phritis. Such a classification necessitates 
the diagnosis that the patient is sick with 
some sort of kidney disease, as it lumps to- 
gether diseases of the kidney which have 
a different genesis, a different clinical 
course, a different outcome and require 
different management. The classification 
of nephritis with defect of water and salt 
elimination, nephritis with defect of nitro- 
gen elimination, and mixed types is to me 
equally deficient. 

After testing out Volhard and Fahr’s 
classification for a little more than four 
years, I am convinced that clinically we 
can classify the diseases of the kidney gen- 
erally included in the genetic term Bright’s 
disease into degenerative, inflammatory 
and athero-sclerotic groups with sub- 
groups in each of these. 


DEGENERATIVE NEPHROPATHIES 


The degenerative lesions have received a 
variety of names: parenchymatous ne- 
phritis, tubular nephritis, nephrosis, de- 
generative nephropathy. Under the term 
nephrosis, the pathologist includes all de- 
generative lesions of the kidney from 
cloudy swelling to necrosis. Since cloudy 
swelling produces no symptoms except al- 
buminuria and cylindruria, and necrosis 
produces a syndrome entirely different 
from the clinical picture represented by 
kidneys showing hyaline droplet and fatty 
degeneration chiefly of the proximal con- 
voluted tubules, I shall for lack of time 
consider only the latter. 


Etiology.—Nephrosis occurs much less 
frequently than other nephropathies. It. 
forms about 10 per cent of the cases of 
Bright’s disease. There are two groups 
etiologically. In the first group, which in- 
cludes the purest and most typical cases, 
no cause can be discovered. These have 
been called genuine nephrosis. There is, 
however, evidence to show that exposure 
to cold and heredity may act as predispos- 
ing causes. Recent experimental work 
would also indicate that a prolonged high 
protein diet may produce degenerative le- 
sions in the kidneys of the rabbit (New- 
burg). In the second group, which are 
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more frequent, are the cases which result 
from known causes. These are the toxins 
of bacteria, endogenous toxins and certain 
metallic poisons. The infectious diseases 
with which nephrosis is most frequently 
associated are tuberculosis, especially of 
bones and lymph glands, syphilis and 
chronic suppurative diseases. All of these 
will at once be recognized as the causes usu- 
ally accredited to amyloid disease of the 
kidney. But it has been shown that the 
same symptoms occur in _ nephrosis, 
whether it is accompanied by amyloid or 
not, so that the amyloid may be regarded 
as a complication often difficult to diag- 
nose clinically. Nephrosis may rarely oc- 
cur in the course of other infectious dis- 
eases as measles, diphtheria, typhoid fever, 
cholera, yellow fever and hemoglobinuric 
fever. Of the endogenous toxins, the tox- 
emias of pregnancy and malignant tumors 
occupy the chief place. Prominent among 
the metallic poisons are phosphorus, bi- 
chromate of potash and especially bichlorid 
of mercury. 

Diagnostic Features.—1. Gradual onset. 

2. Such symptoms as anorexia, fatigua- 
bility, palor of the skin. 

3. Marked generalized edema with fluid 
in the serous cavities. 

4. The edema fluid is pseudochylous in 
appearance, of low specific gravity and 
poor in proteins, rich in lipoids. 

5. There is absence of increased blood 
pressure and cardiac hypertrophy. 

6. Marked tendency to diarrhea. 

7. Usually no anemia unless as a result 
of the causative disease. 

8. Blood serum is pseudochylous, rich in 
lipoids, poor in proteins, relatively rich in 
globulin. 

9. Urine shows oliguria, high specific 
gravity, marked albuminuria, absence of 
blood, cylindruria, fatty epithelium and 
double refracting substance. 

10. Changes in eye ground usually ab- 
sent. 

11. Kidney function not usually im- 
paired. As a result of extrarenal factors, 
increased permeability of the blood vessels, 
the excretion of salt, water and phenolsul- 
phonephthalein may be below normal and 
with the elimination of edema the blood 
urea and non-protein nitrogen may be tem- 
porarily high. 
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12. There is very little tendency to ure- 
mia. True uremia does not occur. Vol- 
hard and Fahr have reported the presence 
of ecclamptic uremia, but the presence of 
convulsions should arouse suspicion of the 
presence of cerebral complications of the 
causative disease, e. g., tuberculosis, lues, 
cerebral tumor. 


NEPHRITIDES 


Etiology.—Why an infectious agent or 
its toxin, when acting on the kidney, will 
at one time produce degeneration of the 
epithelium of the tubules, at another ex- 
cite inflammatory reactions in the glome- 
ruli and at other times both of these to- 
gether, is not understood. So also are we 
met by the fact that scarlet fever may at 
one time be associated with a diffuse glome- 
rulo-nephritis and at another with focal 
nephritis. Nor is there any difference in 
the clinical history and pathological anat- 
omy of a diffuse or focal nephritis pro- 
duced by the streptococcus and that pro- 
duced by the pneumococcus. The cause of 
all forms of nephritis is so uniform that 
the etiology for all forms may be consid- 
ered together. The idea of a _ bacterial 
origin of nephritis is rapidly gaining 
ground. It has been claimed that the bac- 
teria found in the urine of nephritic pa- 
tients are capable of producing the changes 
in the urine and in the kidney of nephritis. 
The greatest role has been attributed to 
streptococci in the causation of nephritis, 
a lesser role to pneumococci, and in a few 
cases influenza, colon and tubercle bacilli 
have been held responsible. An examina- 
tion of 204 cases reported by Volhard and 
Fahr, in which the cause was known, in 
179 shows the marked prominence of bac- 
terial infections in the etiology of ne- 
phritis. There were 161 in 179 cases. 
The great importance of streptococci in 
particular is shown by the frequency with 
which those diseases, such as_ tonsillitis, 
scarlet fever, infected wounds, erysipelas, 
rheumatic fever, purpura, sinus infections 
and otitis media in which streptococci are 
present occur in connection with nephritis. 
Tonsillitis occurs as the primary disease 
in one-fourth of the cases. When it is con- 
sidered that the tonsils and the pharyngeal 
lymphatic ring are the portals of entry in 
the diseases here referred to streptococci, 
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it is seen that these structures are prima- 
rily infected in about three-fourths of the 
cases of known etiology: 147 in 179 cases. 
Infected wounds are apparently the cause 
in 17 cases. Erysipelas appears to be a 
less frequent cause, in 5 cases; pneumo- 
cocci a relatively rare cause, in 6 cases. 
Nephritis in association with malaria, 
pregnancy and lead poisoning are excep- 
tions to the rule in the etiology of nephritis. 
Cold, heredity, trauma, age and sex may 
be regarded as predisposing causes of ne- 
phritis. The diffuse glomerulonephritides 
have usually been attributed to toxins cir- 
culating in the blood while the focal ne- 
phritis has been supposed to be due to the 
presence of the infectious agent in the kid- 
ney. Still there are several points in con- 
nection with the etiology of nephritis 
which demand further study: i. e., the 
pathogenesis and the manner in which the 
chronic stages develop from the acute. 


ACUTE DIFFUSE GLOMERULONEPHRITIS 


Diagnostic Features.—1. Usually shows 
a distinct period of incubation, as a rule 
setting in about three weeks after the on- 
set of the causative disease. 

2. The symptoms of onset may be ab- 
sent, or complaints of fatigue, anorexia 
and increased thirst may be present, or it 
may set in more stormily with chill, fever 
and vomiting. 

3. Edema is present in somewhat more 
than half the cases and is due probably to 
an associated nephrosis. 

4. The blood pressure is increased. 
While it usually runs parallel with the se- 
verity of the disease, the maximal pres- 
sures can not be said to coincide with the 
severest cases. 

5. While cardiac hypertrophy may be 
demonstrated in some cases coming to au- 
topsy, it usually can not be demonstrated 
clinically. 

6. Blood changes are not constant. 

7. The urine shows oliguria, hematuria, 
albuminuria and microscopically red blood 
cells and casts. 

8. Changes in the eye grounds, while 
less frequent than in chronic cases, occa- 
sionally occur. Cases associated with 
pregnancy are especially liable to show 
papillitis or neuroretinitis. Hemorrhages 
into the retina may occur. 
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9. The functional condition of the kid- 
ney varies greatly according to the severity 
and character of the lesion. The worst 
functional pictures usually occur in the 
severe extracapillary forms. 

10. Eclamptic uremia not infrequently 
occurs independently of impaired function. 
Slight degrees of dropsy and excessive 
blood pressures predispose to convulsions. 
True uremia, that characterized by the 
symptoms of urinary poisoning and asso- 
ciated with nitrogen retention, very rarely 
occurs in the acute stages. 


CHRONIC DIFFUSE GLOMERULONEPHRITIS 
WITHOUT KIDNEY INSUFFICIENCY 


The outcome of an acute diffuse glome- 
rulonephritis which does not recover or 
die is a chronic diffuse glomerulonephritis. 
In this the glomeruli may be diffusely in- 
volved in the inflammatory process and 
the functional capacity on the whole ef- 
ficient as measured by the usual functional 
tests. So there may be cases of chronic 
diffuse glomerulonephritis which may ex- 
ist for a long time without functional im- 
pairment. There are other cases of chronic 
diffuse glomerulonephritis which, by re- 
generation of the injured part and over- 
work of the preserved secretory portion, 
may a long time compensate the destroyed 
part. Thus cases may occur showing for a 
long time impaired function before pass- 
ing over into fatal insufficiency. The sep- 
aration of the chronic forms is therefore 
made on a purely functional basis. This 
does not depend entirely on the length of 
time the disease has existed. The end 
stage may arise directly from the acute 
stage, especially in the severe extracapil- 
lary form of the disease, or gradually 
through the second stage over a long period 
of time. Nor does the subdivision of these 
cases depend upon the macroscopical ana- | 
tomical condition of the kidney as the func- 
tion may be preserved in a contracted kid- 
ney and markedly impaired in a smooth 
kidney scarcely or not at all diminished in 
size. Yet the histological examination of- 
fers some grounds for judgment as to 
function. This depends largely on the ex- 
tent to which the normal architecture of 
the kidney has been destroyed. The most 
characteristic features of this are the de- 
struction of a large number of glomeruli 
and tubules and dilatation of the preserved 
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tubules lined with endothelial-like epithe- 
lium, which gives rise to the characteristic 
diuresis of this stage, polyuria with hypos- 
thenuria. In the second stage, the kidney 
may be contracted and in the third smooth 
and not diminished in size, although usu- 
ally the second stage is represented by the 
large white kidney and the end stage by 
the secondary contracted kidney. 

Diagnostic Features.—1. Usually occurs 
in the early decades of life, rarely after the 
fiftieth year. 

2. No symptoms at all may be com- 
plained of. A recurring hematuria may 
be the symptom which brings the patient 
to the physician. There may be general 
symptoms such as headache, fatigue, ten- 
dency to dizziness and pain in the back, or 
an ever-recurring or never-disappearing 
edema may be complained of which may 
be either of renal or cardiac origin. 

3. The condition of nutrition is usually 
below par, but often good. It never shows 
the cachexia of the end stage. 


4. The blood pressure is increased, but 
may show a marked lability. 

5. The heart is moderately hypertro- 
phied. 

6. There is present usually a moderate 
degree of secondary anemia with palor. 

7. The urine shows usually a normal 
quantity and specific gravity, slight al- 
buminuria, casts, only a few red cells, ex- 
cept in the hemorrhagia form. In cases 
with marked dropsy the urine may show 
the characteristics of nephrosis or of the 
stasis kidney. 

8. The eye ground changes are more fre- 
quent than in the acute stage, but less fre- 
quent than in the end stage. 

9. The chief characteristic of this type 
is the absence of any marked impairment 
of the kidney function. 

10. Eclamptic uremia not infrequently 
occurs. In cases associated with athero- 
sclerosis eclamptic equivalents may rarely 
be present, but true uremia does not oc- 
cur. 


CHRONIC DIFFUSE GLOMERULONEPHRITIS 
WITH KIDNEY INSUFFICIENCY 


Diagnostic Features.—1. Usually occurs 
before the fourth decade. 

2. Symptoms may be absent until just 
before the end. There is not the tendency 
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to recidives or acute exacerbations of 
the second stage. Edema of renal origin is 
rarely present, but that of cardiac origin 
quite frequently. 

3. There is a constantly maintained high 
blood pressure. It is usually higher than 
in the other forms of nephritis, but under 
certain conditions exceptions may occur. 

4. The heart shows marked hypertro- 
phy, but it is not usually as great as in the 
atheroscleroses. It is frequently associated 
with dilatation and the symptoms of car- 
diac decompensation. 

5. The blood shows marked secondary 
anemia. 

6. The urine shows polyuria, hyposthe- 
nuria, slight albuminuria and cylindruria. 

7. Papillitis and neuroretenitis are the 
rule. 

8. The chief characteristic of this stage 
is the marked impairment of kidney func- 
tion. There is a day and night polyuria. 
The two-hourly day specimens show a fixed 
specific gravity around 1012, and the night 
urine a low specific gravity. There is im- 
pairment of the ability of the kidney to 
excrete water, salt and nitrogen. The 
phenolsulphonephthalein excretion is low 
and there is marked nitrogen retention 
shown in the high blood urea and non- 
protein nitrogen. 

9. True uremia, contracted pupils, diges- 
tive disturbances, hyperirritability and hy- 
persensitiveness of the bodily musculature 
with twitching of the same; urinous odor 
of the breath; dyspnea or hyperapnea and 
frequently inflammation of the serous 
membranes, especially of the pericardium, 
and fall of temperature, apathy, stupor 
and coma, is the inevitable outcome if the 
patient lives long enough. 

FOCAL NEPHRITIDES 

Diagnostic Features Briefly—1. Ab- 
sence of increased blood pressure and car- 
diac hypertrophy. 

2. The presence of hematuria. 

3. Little tendency to edema, kidney in- 
sufficiency and uremia. 


ATHEROSCLEROSES 


Etiology.—The cause of the third chief 
group of Bright’s disease is as obscure as 
that of atherosclerosis in general. It may 
be stated briefly that the predisposing 
causes are age and sex, and that many of 
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these patients “start life with poor tub- 
ing.” The chief causes may be possibly 
summed up in hurry and worry, care and 
strife, and strain. To this may be added 
some toxin of an unknown nature. What 
causes the focal and gradually progressive 
degenerative and inflammatory changes of 
the glomeruli superimposed on the athero- 
sclerosis of the small and smallest blood 
vessels of the kidney is not known. Vol- 
hard is inclined to refer it to an endogenous 
toxin whose action is favored by the exten- 
sion arteriolar atherosclerosis. 


BENIGN HYPERTENSION 


Diagnostic Features.—1. Usually occurs 
after the fiftieth year of life and is of 
quite frequent occurrence. 


2. It begins and runs its course as a 
cardio-vascular disease. If a _ cerebral 
vascular accident is not the first mani- 
festation, the first symptoms begin to 
make themselves noticeable when the left 
ventricle begins to weaken and is no longer 
able to empty itself against the increased 
resistance. The symptoms at first are 
those of relative myocardial insufficiency, 
with which the patient oscillates a long 
time between compensation and complete 
decompensation. Finally the latter sets in 
with its usual symptoms. As a result of 
the association in other areas of athero- 
sclerosis in these patients of rather ad- 
vanced age, arterial symptoms form a 
prominent feature of the clinical history. 

3. The general condition is good. “These 
patients are usually of ruddy complexion, 
stocky build, plethoric habits, active tem- 
perament, live men and women” (Meara). 
Still, here exceptions may occur. 


4. There is high blood pressure. At 
first this may consist of transitory rises. 

5. The heart is markedly hypertrophied, 
at first involving chiefly the left ventricle. 
Then it may be difficult of demonstration 
by physical signs, although teleoroentgen- 
ograms or orthodiagrams always show the 
hypertrophy in the form of the so-called 
sock heart. With the onset of decompensa- 
tion dilatation sets in with enlargement of 
the heart to right and left. 

6. The blood rarely ever shows an ane- 
mia. Indeed, there is frequently a marked 
polycythemia, a valuable distinction from 
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the end stage of chronic nephritis and the 
combination form. 

7. The urine often shows no abnormality 
at all, not infrequently a trace of albumin 
and a few casts. There may be nycturia 
and a moderate night polyuria, the cardiac 
origin of which is readily recognized by 
the accompanying day oliguria. 

8. The eye ground changes are those of 
atherosclerosis, never those of chronic ne- 
phritis. The presence of papillitis and 
neuroretinitis is conclusive evidence that 
the case has passed into the combination 
form. 

9. The kidney function is unimpaired. 
It excretes water as usual. ‘It concentrates 
normally. Phenolsulphonephthalein excre- 
tion is good. There is no increase in the 
blood urea and R. N. There are conflict- 
ing views with respect to salt excretion 
which needs further study. 

10. The form of uremia so-called which 
is characteristic for this type is that in 
which the eclamptic equivalents occur. 
Such symptoms as headaches, dizziness, 
Cheyne-Stokes breathing, nocturnal asth- 
ma, cerebral crises, transitory aphasia and 
paralyses, increased reflexes, psychial dis- 
turbances, etc. Eclamptic uremia may 
rarely occur, true uremia with azotemia is 
regularly absent. 

THE COMBINATION FORM 


Diagnostic Features.——1. Occurs most 
frequently from 40 to 50 years of age and 
in men. 

2. The good general condition of benign 
hypertension declines and soon presents 
the characteristic cachectic condition of 
chronic nephritis. 

3. The disease runs its course as a Car- 
dio*vascular-renal disease. The cardio- 
vascular symptoms as compared with be- 
nign hypertension are characterized by a 
tendency to greater severity. 

4. The blood pressure from the begin- 
ning is high and constantly maintained, 
showing the highest values. 

5. The cardiac hypertrophy is marked, 
comes on early and here we find the largest 
hearts. 

6. Edema, when present, is of cardiac 
origin. 

7. The blood shows marked secondary 
anemia in contrast to benign hyperten- 
sion. 
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8. The urine shows nycturia, a day and 
night polyuria, a low specific gravity, al- 
buminuria and cylindruria of moderate 
grades. 

9. Papillitis and neuroretinitis is the 
rule and is a certain indication that the 
case does not belong to the type of benign 
hypertension, although the kidney func- 
tional test may show little or no impair- 
ment. 

10. Impairment of kidney function is the 
chief characteristic of this type. This va- 
ries from the slightest to the most severe, 
similar to the last stage of chronic diffuse 
glomerulonephritis with kidney insuf- 
ficiency. 

11. If death does not occur earlier from 
the cardio-vascular component of the dis- 
ease or a pulmonary complication, the end 
results from true uremia as in the end 
stage of chronic diffuse glomerulonephritis. 
Eclamptic equivalents are prominent as in 
benign hypertension, the psychical symp- 
toms tending to be more severe. Eclamptic 
uremia may rarely occur. 





Discussion on page 376. 





THE IMPORTANCE OF EYE EXAM- 
INATIONS IN NEPHRITIS* 


By ADOLPH O. PFINGST, M.D., F.A.C.S., 
Louisville, Ky. 


The importance of examining the eyes 
in all cases of Bright’s disease at once 
becomes apparent when we stop to con- 
sider the many ocular conditions that 
may arise in the course of renal disease. 
We find anything from slight edema of the 
lower lids to retinal inflammation with dis- 
turbed vision, the most serious complica- 
tion. Such conditions as paralysis of the 
extrinsic or intrinsic ocular muscles, optic 
neuritis, choked disc, cataract, thrombosis 
of the retinal vein, embolus of the central 
artery, detachment of the retina, uremic 
amblyopia, etc., may be encountered. As 
some of these complications are quite infre- 
quent in their occurrence and as the time 
allotted me would not enable me to enter 





*Read in Symposium on Nephritis, General Ses- 
sion, Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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into a full discussion of the eye complica- 
tions in renal disease, I will limit myself 
to those conditions in which the visual 
function is involved. 


The clinical observation has long been 
made that certain forms of edema are asso- 
ciated with disturbance of vision, but it 
was not until after Bright, in 1827, demon- 
strated the causative relation between kid- 
ney disease and edema that the connection 
between nephritis and disturbed vision was 
established. Following the general recog- 
nition of this fact some authors (Lan- 
dauzer and others) were wont to believe 
that all cases of renal disease were asso- 
ciated with disturbance of vision and that 
the amblyopia was always of a functional 
nature. 


The discovery of the ophthalmoscope in 
1851 cleared up this erroneous impression. 
The examinations of the retina with the 
ophthalmoscope at once revealed the fact 
that the disturbance of vision in many of 
the cases of nephritis was due to organic 
changes in the retina. For a short time the 
belief prevailed that the visual disturbance 
observed in the course of kidney disease 
was always due to pathological changes in 
the retina. Later Von Graefe demon- 
strated that retinal changes did not take 
place in all cases of amblyopia of nephritis, 
but that the visual disturbance was some- 
times due purely to uremic poisoning and 
that in such cases the retina remained nor- 
mal. 


In cases of nephritis complicated with 
structural changes in the retina, it was 
noted that the disease usually manifested 
itself by the appearance in the retina of 
lustrous white spots of various sizes and 
forms which were visible with the ophthal- 
moscope. For some time these spots were 
looked upon as characteristic of nephritis, 
but experience has since taught that such 
white spots in the retina may be present 
in other conditions, notably in diabetes, 
arteriosclerosis, syphilis, leucemia, sepsis 
and intracranial pressure. They are visi- 
ble signs of degenerative changes in the 
retina and are dependent upon some con- 
stitutional disorders, hence we know now 
that their significance in the individual 
case has to be determined by a general 
physical examination. 
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The spots vary in size and distribution 
in different forms of retinitis, but come 
nearer to taking on a characteristic ar- 
rangement in the retinitis of nephritis than 
in that of any other disease. In Bright’s 
retina the white spots frequently arrange 
themselves in strings or spokes which ra- 
diate from a center represented by the 
macula, forming in this way a star-like 
figure. However, even this arrangement is 
at times met with in retinitis due to other 
causes. This fact was forcefully impressed 
upon me about a year ago when I was 
asked by a surgeon to examine the eye 
ground of one of his patients in whom he 
suspected a brain tumor. There was some 
blur of the edges of the optic discs and a 
few small scattered hemorrhages, while 
the macular region in both eyes presented 
the stellate arrangement of lustrous white 
spots resembling a Bright’s retina. The 
veins were slightly engorged while the ar- 
teries showed little or no abnormality. 
Urinalysis revealed some albumin, hyaline 
casts and an occasional granular cast; pulse 
70. The ophthalmoscopic picture in this 
case was so like one of Bright’s retina that 
I looked upon it as such and discouraged 
surgical interference. However, the symp- 
toms of intra-cranial pressure increased, 
the pulse became slower and two weeks 
later the retinal veins were somewhat 
larger and more tortuous than normal. 
There were no new retinal effusions, but 
numerous new hemorrhagic areas. Opera- 
tion made at this time revealed the pres- 
ence of a cerebellar cyst. I feel sure now 
that the stellate retinitis in this case was 
caused by the intra-cranial pressure and 
not by nephritis and that the confusion in 
diagnosis delayed the operation for three 
weeks. As the patient died soon after the 
operation, further retinal examinations 
were not possible. 

The typical cases of Bright’s retina have 
been divided clinically into three stages: 
first, hyperemia and inflammatory infiltra- 
tion characterized by engorgement of the 
veins, smallness of the arteries and blur 
of the optic nerve outlines. Even during 
this stage disseminated retinal infiltrations 
and hemorrhages may occur, though it is 
in the second stage that most of the spots 
appear. The exudates appear in two 
forms, either as large white patches sur- 
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rounding the optic disc or as_ astellate 
formation around the macula. The retinal 
exudate which is highly albuminous may 
take place in the retina proper or it may 
form between the retina and choroid. The 
subretinal effusions may reach such pro- 
portions as to lift the retina and cause, at 
times, detachment over a considerable area. 
Hemorrhages, varying in size and number, 
are frequent in the second stage. In some 
cases the hemorrhagic areas outnumber 
the white spots; in fact, they may be pres- 
ent without retinal exudates. The retinal 
hemorrhages of nephritic retinitis do not 
differ from those due to other causes. In 
the third stage, the effusions and clots dis- 
appear, leaving either a normal retina or 
one marked with areas of pigmentation 
and atrophic spots. The blur of the nerve 
head lifts and in place of the pink disc the 
nerve may become atrophic and white. 
While it is not always easy to draw a 
sharp line between the retina of general 


arteriosclerosis and of chronic interstitial . 


nephritis, the impression is growing that 
the retinal changes of general arterioscle- 
rosis are distinct from those associated 
with disease of the kidneys. R. Foster 
of Ophth., Vol. 34) 


Moore (Am. Jour. 
looks upon the retinitis of arteriosclerosis 
as a clinical entity, separate from renal re- 


tinitis. He points out as the chief distin- 
guishing features the fact that in arterio- 
sclerosis the vascular changes precede the 
appearance of the retinal exudate, that the 
hemorrhages are nearly always smaller and 
more numerous than in retinitis of renal 
origin. The white wooly patches of renal 
retinitis are rare in arteriosclerosis and 
edema is never present unless a coincident- 
al nephritis exists. It was also pointed out 
by Moore that 45 per cent of the cases of 
retinitis of arteriosclerosis occur unilater- 
ally while in Bright’s retina permanent 
cases limited to one eye are quite infre- 
quent, changes in one eye being followed 
by involvement of the other in from several 
days to several weeks. 

There is nearly always some disturbance 
of function in renal retinitis though the 
amount of disturbance is not always in 
keeping with the retinal pathology. In 
some cases with extensive changes in the 
retina there is little or no disturbance of 
function. Conversely we find cases with 
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but slight visible trouble in which ambly- 
opia of considerable degree exists, the 
amount of disturbance naturally depending 
largely on the proximity of the changes to 
the macula. Some cases have a central 
scotoma for white while in others color per- 
ception is interfered with. 

Whereas it is generally believed that 
there is some connection between ne- 
phritis and the changes which take place 
in the retina, the exact nature of the 
association of the two conditions has 
not as yet been satisfactorily explained. 
Most authors believe that the relation 
is not a direct one, but that the re- 
tinal disturbance results from the arterial 
changes or increased blood pressure which 
are always present in nephritis. Rochon 
and Duvingeaud believe that in nephritis 
retention of urea and chlorides often takes 
place in the blood as a result of insufficient 
excretion by the kidneys which act as in- 
flammatory agents to the delicate retinal 
structures. However, more recently the 
theory has been advanced that toxic agents 
are formed by decomposition of kidney sub- 
stance during nephritis which have a pre- 
dilection for the retina and cause the in- 
flammatory changes. Some believe that 
the retinal changes are due to a combined 
action of arteriosclerosis and toxemia. 
Clinical experience has taught that the ex- 
tent and severity of the retinitis bears no 
relation to the severity of the renal affec- 
tion. Marked retinal changes take place at 
times in slight kidney involvement, and 


_vice versa. 


Owing. to the almost constant presence 
of albumin in the urine of nephritics, the 
term “albuminuric retinitis” has been ap- 
plied to the retinitis of nephritis. Leber 
looked upon this term as misleading, as 
it has been demonstrated that the presence 
of albumin in the urine has nothing to do 
with the development of retinitis and that 
all cases of retinitis occurring coincidently 
with albuminuria are not necessarily 
caused by nephritis. He suggested that 
the cases of retinal disease occurring in 
Bright’s disease be known as “renal ne- 
phritis.” 

The frequency of retinal involvement in 
nephritis has been variously placed from 
7 to 32 per cent of cases. Statistics of re- 
cent years where earlier diagnosis of ne- 
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phritis and more frequent ophthalmoscopic 
examinations were possible show that 
about 1 in every 3 cases of Bright’s dis- 
ease is complicated with retinitis. All va- 
rieties of acute and chronic nephritis asso- 
ciated with albuminuria and retention of 
excrementitious substances are liable to 
retinal complications, though the chronic 
primary form or contracted kidney is most 
prone to retinitis. It is in these latent 
cases with perhaps no symptoms other than 
slight gastric disturbance or some head- 
ache that the development of eye symptoms 
and a consequent ophthalmoscopic exam- 
ination leads to the diagnosis of renal dis- 
ease. Even before the typical changes take 
place in the retina and before functional 
disturbances are noticed such signs as 
haziness of the edge of the optic discs, tor- 
tuosity of the small arteries, the presence 
of scattered very minute white spots and 
the appearance of light lines at the borders 
of the arteries have been observed. 


In the cases of parenchymatous nephritis 
those characterized by the presence of gen- 
eral edema, diminished quantity of urine, 
high albumin per cent, etc., retinal compli- 
cations are much less frequently seen than 
in interstitial varieties. In the amyloid 
kidney it occurs very exceptionally and 
then only after hypertrophy of the left ven- 
tricle has taken place. 

Retinitis complicating acute nephritis, 
though not altogether uncommon, does not 
occur with anything like the frequency 
that characterizes the chronic cases. Sta- 
tistics show that retinitis occurs but once 
in about 3,000 pregnancies. As nephritis 
complicates the pregnant state in from 1 
to 2 per cent of cases, we might in an 
approximate way say that retinitis oc- 
curs once in every twenty-five cases of 
nephritis of pregnancy. In the nephritis 
of the exanthematous fevers of child- 
hood it is even less frequent. In quot- 
ing these figures, regarding the complica- 
tions of pregnancy, I might say that some 
internists place the frequency of retinal 
and kidney involvement in pregnancy 
much higher than statistics indicate, 
as the records are made up largely of hos- 
pital cases which, especially in former 
years, represent mostly such cases in which 
complications were either expected or in 
which they had already presented them- 
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selves. As the majority of labor cases are 
not recorded in medical literature, statis- 
tics regarding the frequency of nephritis 
and retinitis in pregnancy are necessarily 
not very accurate. 

Renal retinitis occurs mostly between 
the ages of 30 and 60 years. It is seldom 
seen in children under 12 years or in the 
aged. It is most common in the male sex, 
according to Nettleship, in the proportion 
of 64 to 36. 

In the study of retinitis of Bright’s 
disease, the question of greatest interest 
and importance is perhaps the prognosis 
both as to visual function and as to the life 
of the individual. The effect upon the ocu- 
lar function depends largely upon the na- 
ture of the primary renal affection. In the 
eases complicating acute nephritis the 
retinal affection is recovered from rapidly 
after termination of the pregnancy or the 
disease causing the renal disorder. Though 
marked effusions, hemorrhages or even de- 
tachment of the retina may haveexisted, the 
retina often returns to normal both in re- 
gard to appearance and function. On the 
other hand, the vision in some of these 
cases is permanently affected, especially if 
the renal disease has existed for a long 
time before the cause was removed. Ex- 
ceptionally a high degree of amblyopia fol- 
lows the acute cases as the result of second- 
ary atrophy of the optic nerve. In the cases 
of chronic nephritis, subjects usually suc- 
cumb to the renal disease before sufficient 
pathological changes can take place in the 
retina to bring about blindness. In the 
cases that live for a year or more after 
the retinal disease is diagnosed, the effu- 
sions have beeen seen to clear up or even 
to disappear entirely with restoration of 
considerable function. 

The influence- of retinal involvement 
upon the tenure of life has been the 
subject of considerable interest. It de- 
pends entirely upon the nature of the pri- 
mary renal disease. In the retinal cases 
complicating the acute or curable kidney 
cases, longevity is not influenced after re- 
covery from the primary disease has once 
taken place, though a tendency to recur- 
rence of retinal disease with recur- 
rent kidney affection is pronounced. In 
the cases complicating chronic renal dis- 
ease the prognosis as to life is very much 
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worse. In fact, it is quite serious. It has 
been known for some time that three- 
fourths of such patients die within the 
first year after the diagnosis of retinitis is 
made, usually as a result of uremia or apo- 
plexy, and that in the most rapid cases 
death has ensued in from 6 to 8 weeks. 
Apropos of the unfavorable prognosis of 
renal retinitis Thompson, in a recent con- 
tribution, very aptly said that in making a 
diagnosis of this disease one is in reality 
pronouncing a death sentence on the indi- 
vidual. Only 10 per cent of the cases live 
over two years. In the small percentage 
of reported cases that lived over two years, 
death ensued in from 3 to 11 years. 
One case was reported in which life was 
prolonged for 17 years. Personally, my 
observations bear out the unfavorable 
prognosis as to life, most of my cases hav- 
ing died within a year. I have on my 
records two cases that lived three years, 
one four, and I now have a case under my 
observation, a lady of 55 years, whom I 
saw first in October, 1915. She had the 
typical stellate arrangement about the 
macula and numerous hemorrhages in both 
retinae. Her vision had been reduced to 
20/40 in the right eye and 20/100 in the 
left. This case had all of the evidences in 
the urine of a chronic interstitial nephritis. 
When I saw her, a few days ago, vision in 
the right eye had returned to 20/30, left 
20/40. The retina showed mottled areas at 
the site of the old hemorrhages. The macu- 
lar region seemed normal in both eyes. 
Her general condition was unchanged. 

Various other ocular conditions asso- 
ciated with visual disturbance manifest 
themselves during the course of nephritis, 
though none of them occur with the fre- 
quency of retinitis. 

Cases of optic neuritis associated with 
retinal exudates and hemorrhages, charac- 
teristic of Bright’s retina, have frequently 
been reported, but cases in which the optic 
neuritis occurred without other ocular 
signs of nephritis and in which optic neu- 
ritis could be attributed to no other cause 
than a coincident nephritis, are also not 
infrequent. 

Hardy (Trans. of Am. Acad. of Ophth., 
1916, page 25) reported a well marked case 
of choked disc which he could account for 
only by a coexisting nephritis. 

Acute glaucoma is an infrequent compli- 
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cation of nephritis and has generally been 
attributed to the sclerosis of the blood ves- 
sels associated with nephritis. 

While the development of cataract has 
been attributed to nephritis, it is now 
pretty generally believed that the cataracts 
observed in nephritic patients are of a 
senile nature and merely coincidental. 
Others believe that the kidney disease, by 
its influence over metabolism, is an indirect 
factor in the development of the lens opac- 
ity. 

Detachment of the retina does not occur 
as a primary complication of nephritis, but 
is always preceded by retinitis with sub- 
retinal effusions. 

Cases of purely functional disturbance 
due to uremic poisoning may occur inde- 
pendent of retinal disease. The amblyopia 
in such cases is usually sudden in its onset 
and varies in duration from a few seconds 
to several hours or even to several days, 
vision finally returning to normal in all 
cases except those in which the defective 
vision was due in part to retinal disease. 

In concluding, I wish to emphasize the 
frequency of retinal involvement in ne- 
phritis, especially in the chronic interstitial 
type of case. I stress the point that nega- 
tive ophthalmoscopic findings in cases of 
suspected renal disease in no way exclude 
the possibilty of the presence of in- 
cipient renal disease. 

The frequent use of the ophthalmoscope 
in all cases in which kidney trouble is sus- 
pected should be encouraged as well as a 
careful inspection of the retina of every 
presbyopic patient who presents himself 
to the oculist for the correction of refrac- 
tive errors. Early retinal changes are of- 
ten visible in general arteriosclerosis and 
chronic nephritis even before a urinalysis 
would reveal anything to indicate a kidney 
lesion. Through the early detection of 
retinal changes and the institution of hy- 
gienic, dietetic and therapeutic measures, 
the general condition of the patient may 
be improved and the so-called prealbumin- 
uric retinal changes may clear up. In the 
well developed cases of retinitis with effu- 
sions with or without hemorrhages, an 
ophthalmoscopic examination is important 
on account of the prognostic significance 
of nephritic retinitis both as regards the 
life of the patient and the ocular function. 


Discussion on page 376. 
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THE CHANGES INDUCED IN THE 
KIDNEY WHEN AN ACUTE INJURY 
IS SUPERIMPOSED ON A CHRONIC 
GLOMERULONEPHROPATHY: A 
FUNCTIONAL AND PATHO- 
-LOGICAL STUDY* 


By WM. DEB. MACNIDER, M.D., 
Laboratory of Pharmacology, University 
of North Carolina, 

Chapel Hill, N. C. 


In recent years several observers! 2° 
have pointed out the frequency of the oc- 
currence of various types of chronic kid- 
ney injury in the lower animals. In two 
recent papers‘ * these earlier observations 
have been confirmed, and in addition it 
has been shown that the dog may acquire 
a chronic type of nephropathy which is 
comparable to some of the chronic kidney 
injuries observed in man. A pathological 
study of the kidneys obtained from nat- 
urally nephropathic dogs has shown the 
kidneys to be the seat of certainly two dis- 
tinct types of nephropathic processes. By 
far the more frequent type of injury is a 
process very largely confined to the glome- 
ruli which results in the development of a 
chronic capsular or intracapillary type of 
nephropathy. The capsular and capillary 
injury are usually found in the same 
glomeruli with the production of a chronic 
glomerulonephropathy. In such kidneys 
the capsules of the glomeruli are thick- 
ened by the formation of connective tissue 
and in the connective tissue may be found 
hyperplastic capsular epithelium. The 
walls of the capillary loops are thickened 
andrigideitherbyan intercapillary forma- 
tion of connective tissue or by the laying 
down of connective tissue fibers from the 
endothelium of the capillaries. These loops 
are often adherent to the thickened cap- 
sule. As the healing process advances in 
the glomeruli more and more connective 
tissue is formed, which results in an oblit- 
eration of the glomerular capillaries. 
There is usually no increase in intertubu- 
lar connective tissue. The primary injury 
is in the glomeruli. In such naturally 





*Read in Symposium on Nephritis, General 
Session, Southern Medical Association, Four- 
teenth Annual Meeting, Louisville, Ky., Nov. 
15-18, 1920. 
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nephropathic kidneys in which there is a 
well defined and often an advanced glo- 
merular injury, the degree of involvement 
of the tubular epithelium is surprisingly 
little. This observation of the lack of re- 
lationship between the glomerular injury 
and the injury to the tubular epithelium 
has been confirmed for certain human ma- 
terial by Stengel, Austin and Jonas. We 
have, therefore, in this type of chronic 
naturally acquired glomerulonephropathy 
of the dog a kidney injury largely confined 
to the glomeruli which is, I think, com- 
parable to certain early kidney injuries in 
man that arise secondarily to some pri- 
mary focus of infection. The existence 
of such an injury in the dog enables us to 
study the functional response of such kid- 
neys when the early injury is largely glo- 
merular in location and to furthermore 
study the functional response and pathol- 
ogy of this kidney when an acute injury 
which effects mainly the tubular epithelium 
is superimposed on the chronic glomerulo- 
nephropathy. 

The second type of chronic kidney injury 
that has been encountered in the dog is of 
rare occurrence. It appears to fall in the 
group of arteriosclerotic kidneys and has 
been associated with a general arterio- 
sclerosis. Four of the animals in which 
such a kidney injury was observed showed 
aneurysms of the arch of the aorta or of 
the thoracic aorta. This type of arterio- 
sclerotic kidney will not be considered in 
this paper. 

A FUNCTIONAL AND PATHOLOGICAL STUDY 

OF THE NATURALLY ACQUIRED GLO- 

MERULONEPHROPATHY OF THE DOG 


The following report is based upon a 
study of thirty-eight naturally nephro- 
pathic dogs. The animals were placed 
in metabolism cages and fed on bread 
with a small amount of cooked meat. The 
animals were given water twice a day by 
stomach tube. The amount varied from 
250 to 500 c. c., depending upon the size 
of the animal. The urine was collected 
from the cage twice a day or the animals 
were catheterized and the urine studied 
for albumin by the heat test, the cold nitric 
acid test, with Esbach’s reagent and with 
Mayer’s albumin reagent.* The centrif- 
ugalized urines were studied for casts. 
The urine from all animals was further- 
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more tested for glucose, for acetone and 
diacetic acid. Renal functional tests were 
made with phenolsulphonephthalein ac- 
cording to the method of Rountree and 
Geraghty.’ Blood urea determinations 
were made by the method of Marshall® as 
modified by Van Slyke and Cullen.? Blood 
creatinine determinations were made co- 
lorimetrically. Reserve alkali deteymina- 
tions of the blood were made by the method 
of Marriott'® in order to detect any dis- 
turbance in the acid base equilibrium of 
the blood which might be associated with 
the kidney injury. 


Following two to six days of such a 
study the animals were shot and kidney 
tissue at once obtained for the histological 
study. In such work nephropathic ani- 
mals can not be killed by employing an 
anesthetic. The chronic glomerular in- 
jury renders the kidney very susceptible 
to the anesthetic and if an anesthetic be 
employed it induces very rapidly such 
changes in the epithelium as to give an 
entirely erroneous conception of the path- 
ology of the kidney resulting from the glo- 
merular injury. 


The functional studies of these animals 
with a chronic glomerular nephropathy are 
briefly as follows: 


The animals have all been on a constant 
daily water intakeand yet the daily forma. 
tion of urine has shown a marked varia- 
tion. The formation of urine has varied 
from as low as 98 ¢. c. to 674 c. c. in the 
same animal on different days. When the 
formation of urine is excessive the spe- 
cific gravity has been low. When the 
formation of urine decreases and the urine 
becomes more concentrated the specific 
gravity rises. In such nephropathic ani- 
mals I have been unable to observe any 
constancy in a fixed low specific gravity. 
Dependence upon such a test in man where 
the diet and fluid intake are rarely accu- 
rately maintained would appear not to be 
trustworthy. Furthermore from the above 
observation in these animals in which the 





*Mayer’s reagent: mercuric chlorid 10 gms., 
sodium chlorid 65 gms., and citric acid 25 gms. 
Dissolve in 500 c. c. of hot water. Filter the 
solution after a few days. The reagent will 
give a ring reaction with albuminous urine in 
ten minutes with as little as 0.0002 per cent of 
albumin. 
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diet and water intake was constant and 
in which the specific gravity of the urine 
was very variable would tend to minimize 
the importance of specific gravity studies 
in nephropathic animals. Such studies 
may be of value. They may be of no 
value. 

The urine from all of the animals was 
examined twice a day for albumin by the 
tests previously indicated. In six of these 
animals albumin was not detected by the 
use of either the heat or the cold nitric 
acid test. Esbach’s reagent failed to give 
any definite precipitate. In these six nat- 
urally nephropathic animals a_ positive 
test for albumin was obtained by Mayer’s 
albumin reagent. The reagent is very 
sensitive, far more so than the heat and 
acid, or the cold nitric acid contact test. 
In none of these naturally nephropathic 
animals was albumin present in more than 
a trace. In-six of the animals it was not 
detected by the tests usually employed. 
From such superficial observations the ex- 
istence of the nephropathy would have 
either been eliminated or the existence of 
such an injury would have been consid- 
ered of slight importance. 


The centrifugalized specimens of urine 
from these animals showed the presence 
of hyaline or finely granular casts with 
four exceptions. In these four animals 
casts could not be detected in the urine. 
These animals are included in the group 
of six animals which failed to show albu- 
min with the ordinary tests, but did show 
a trace of albumin with Mayer’s reagent. 
It would appear from this observation 
that an animal may have a chronic glo- 
merulonephropathy and yet fail to show 
albumin by the ordinary tests and also fail 
to show casts. 


The phenolsulphonephthalein test for 
renal function was carried out on all of 
the animals on at least two different occa- 
sions. In every instance the output of 
phenolsulphonephthalein has been below 
the normal. The elimination of the dye 
has varied in the different animals from 
a minimum output in a two-hour period 
of 36 per cent to a maximum output of 61 
per cent. An analysis of the results ob- 
tained with the phenolsulphonephthalein 
test are interesting and would appear to be 
of importance. In the six naturally 
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nephropathic animals which failed to show 
an albuminous urine by the ordinary tests, 
the phenolsulphonephthalein test gave a 
diminished output. The lowest output of 
the dye occurred in one of these animals 
in which no casts were found and in which 
albumin was only detected with Mayer’s 
reagent. On the other extreme the high- 
est output was obtained in an animal in 
which all tests were positive for albumin. 
The urine from this animal showed fairly 
numerous hyaline and finely granular 
casts. These observations would tend to 
emphasize the value of the phthalein test 
and would tend to minimize the value of 
the presence of small amounts of albumin 
in the urine as indicating the severity of 
a kidney injury. The presence of albu- 
min and casts in the urine unquestionably 
means some temporary or permanent in- 
jury to the kidney. It is not necssearily 
a true index of the severity or permanence 
of a renal injury and should be checked by 
other tests, such as the phenolsulphoneph- 
thalein test which, as the autopsy findings 
in these animal indicate, more nearly ex- 
presses the degree of renal injury than do 
observations on the presence of albumin 
and casts in the urine. 


A study of the blood from these animals 
with an early naturally acquired glomer- 
ulonephropathy in which the chronic path- 
ology is so largely confined to the glo- 
meruli has failed to show a retention of 
either urea or creatinine. The blood urea 
determinations have varied from 12 to 21 
mgs. per 100 c.c. of blood. The creatinine 
determinations have varied from 1.86 to 
2.34 mgs. per 100 c. c. of blood. It would 
appear that even with a well defined glo- 
merular injury, that this injury had not ad- 
vanced to the stage where it could lead toa 
retention of these product or that the rela- 
tive lack of injury to the tubular epithe- 
lium prevented a blood retention of urea 
and creatinine. In the early stages of a 
chronic glomerulonephropathy blood urea 
and creatinine determinations are of no 
value in detecting the existence of such an 
injury. 

On two or more days the alkali reserve 
of the blood was determined in all of the 
animals. The reserve alkali was found 
to vary within the range of the normal. 
The readings have varied from 8.05 to 
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8.2. An animal may have a well defined 
chronic glomerulonephropathy and_ yet 
show no disturbance in the acid base equi- 
librium of the blood. Such an observa- 
tion does not carry the inference that the 
ability of such an animal to maintain a 
normal acid base equilibrium is equal to 
that of a normal animal. The observation 
does indicate that the kidney may be the 
seat of an advanced injury largely con- 
fined to the glomeruli and yet the animal 
may show no disturbance in the acid base 
equilibrium of the blood. 


THE PATHOLOGY OF THE KIDNEY IN THE 
NATURALLY ACQUIRED CHRONIC GLO- 
MERULONEPHROPATHY OF THE DOG 


Following a period of observation of 
from two to six days, during which time 
the above recorded functional studies 
were made, eighteen of the naturally ne- 
phropathic animals were shot and kidney 
tissue obtained for histological study. By 
employing such a method for terminating 
the experiments kidney tissue may be ob- 
tained which actually represents the con- 
ditions of the kidney during the period of 
functional study. 

The kidneys from twelve of the naturally 
nephropathic animals showed on the cor- 
tex areas in which this surface was ad- 
herent to the capsule. The kidneys from 
two of the animals showed a cortical sur- 
face in which the adherent areas were 
very numerous and fairly evenly dis- 
tributed. 
” On section, the cut surface of the kidney 
either appeared normal or the glomeruli 
gave the appearance of being unusually 
prominent. In six of the kidneys the zone 
of Peter was pale and when such tissue 
was stained for lipoids by Herxheimer’s 
Scharloch R method the tubules in this 
area were found to contain much stainable 
lipoid material. 

The microscopic study has shown a path- 
ology which has been outlined briefly at 
the commencement of this paper. The 
glomeruli are principally involved. The 
tubular epithelium at this stage of the dis- 
ease has shown but little evidence of in- 
jury. The glomerular capillaries are 
thickened or obliterated by connective tis- 
sue formation and the capillary loops ap- 
pear rigid. Such vessels when patent are 
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usually well filled with blood. The loops 
are adherent to one another and fre- 
quently show adhesions with the capsule. 
The capsules of the glomeruli have shown 
various stages of thickening and fibrosis. 
In the glomeruli which are in the very 
early stage of injury the fibrosis is in a 
cellular stage. The cells are mainly fibro- 
blasts and endothelial leucocytes. As the 
fibroblasts lay down fibrils with the forma- 
tion of connective tissue the capsular path- 
ology loses its cellular characteristic and 
becomes a thickened covering for the capil- 
laries consisting in fibrous tissue. 

In kidneys that show such glomerular 
changes the tubules have been spared from 
injury to a marked degree. In the early 
stages of the development of a glomer- 
ulonephropathy there is not found a de- 
gree of injury to the tubules which is pro- 
portionate to the glomerular pathology. 
The convoluted tubule epithelium has 
shown cloudy swelling and has appeared 
unduly granular. Such cells have not 
shown edema or vacuolation. Necrosis of 
the epithelium has been absent. Stainable 
lipoid material can be demonstrated in 
such cells with Scharlach R. 

The intertubular connective tissue of 
the kidney has appeared normal. There 
is no edema and no hyperplasia of connec- 
tive tissue cells. 


CONCLUSIONS 


1. A chronic glomerulonephropathy | is 
of common occurrence in the dog. The 
glomeruli are involved out of proportions 
to the injury to the tubular epithelium. 

2. In such a nephropathy when the ani- 
mal is on a constant diet and water intake 
the formation of urine in a twenty-four- 
hour period is variable. There has been 
no definite fixation of a uniformly low 
specific gravity. The specific gravity of 
the urine has varied with the total out- 

ut. 

7 3. Animals which at autopsy may show 
a marked glomerulonephropathy may fail 
to show albumin in the urine when the 
ordinary tests are employed. Such ani- 
mals do show a trace of albumin with 
Mayer’s albumin reagent and they fur- 
thermore show a reduction in the elimina- 
tion of phenolsulphonephthalein. 

4. The amount of albumin in the urine 
is not necessarily an index to the severity 
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of the kidney injury as checked by the 
autopsy findings. The phenolsulphoneph- 
thalein test is a more accurate index of 
the change developing in the kidney. 

5. In the early stages of a chronic glo- 
merulonephropathy before the tubular epi- 
thelium has participated to any marked 
degree in the injury the blood urea and 
blood creatinine is normal. The acid base 
equilibrium of the blood is maintained 
within the bounds of normality. 


A FUNCTIONAL AND PATHOLOGICAL STUDY 
OF THE NATURALLY ACQUIRED CHRONIC 
GLOMERULONEPHROPATHY OF THE DOG 
WHEN AN ACUTE INJURY HAS BEEN SU- 
PERIMPOSED UPON THE CHRONIC PATH- 
OLOGY. 


Twenty of the thirty-eight naturally 
nephropathic animals that have been used 
in this study were anesthetized with ether 
or chloroform, or given uranium nitrate 
or mercuric chlorid to produce an acute 
injury in the chronic kidney. When ura- 
nium was employed for this purpose it was 
given subcutaneously in the dose of 4 mgs. 
per kilogram. When mercuric chlorid was 
used it was given by stomach in the dose 
of from 4 to 10 mgs. per kilogram. 

When naturally nepropathic animals 
are anesthetized by ether or chloroform, 
the susceptibility of the kidneys of such 
animals to the anesthetic is frequently 
shown by the animals becoming acutely 
anuric.'! !* This sudden stoppage of renal 
function prevents in large measure the 
study of a more gradually developing acute 
injury such as can be obtained from ura- 
nium or mercuric chlorid when adminis- 
tered in proper amounts. Uranium and 
mercuric chlorid are nephrotoxic agents 
which have a definite affinity for the epi- 
thelium of the kidney. By employing 
these agents there can be superimposed 
on the chronic glomerular injury an acute 
tubular injury and observations made on 
the changed functional response of the 
kidney when its epithelial element partic- 
ipates in the injury. 

When uranium or mercuric chlorid are 
given to animals with a chronic glomerular 
injury the earliest evidence of the acute 
injury is shown by a rapid reduction in 
the reserve alkali of the blood which may 
develop prior to a reduction in the elim- 
ination of phenolsulphonephthalein by the 
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kidney. This early disturbance in the acid 
base equilibrium of the blood should not 
therefore be looked upon as a retention 
phenomenon, for it may occur before the 
functional response of the kidney is in- 
terfered with as is indicated by the output 
of phenolsulphonephthalein. Associated 
with disturbance in the acid base equilib- 
rium of the blood or following it within a 
few hours there is a sharp reduction in 
the elimination of phenolsulphonephthalein 
and a marked increase in both albumin 
and casts in the urine. When the tubular 
epithelium is made to participate in the 
renal injury by the use of uranium or 
mercuric chlorid this injury is shown by 
a sudden decrease in the output of phenol- 
sulphonephthalein and by an increase in 
the amount of albumin in the urine. At 
this early stage of epithelial injury the 
disturbance in the acid base equilibrium 
of the blood is not marked. The reserve 
alkali determinations have rarely been 
below 7.95 to 7.9. There is no retention 
of blood urea or creatinine. However, as 
the epithelial injury progresses retention 
occurs which shows itself by an increase 
in blood urea which may reach 172 mgs. 
per 100 c. c. of blood and creatinine is 
retained. In one animal this reached the 
high reading of 7.203 mgs. per 100 c. c. 
of blood. Associated with the retention of 
blood urea and creatinine there rapidly 
develops a depletion in the alkali reserve 
of the blood. This secondary disturbance 
in the acid base equilibrium of the blood 
is unquestionably in large measure a re- 
tention phenomenon and may develop to 
such a degree as to place the animal in a 
state of air hunger. 


Associated with the injury to the tubu- 
lar epithelium induced by uranium or mer- 
curic chlorid there occurs a rapid reduc- 
tion in the formation of urine. Such nat- 
urally nephropathic animals usually be- 
come anuric in from eight hours to three 
days following the use of these poisons. 
Death has occurred within seven days of 
their use. The animals either become 


gradually comatose or have a period of 
convulsions preceding the coma. 


The pathology of the kidney in which 
an acute tubular injury has been super- 
imposed on a chronic glomerulonephro- 
pathy shows acute changes which are 
largely confined to the convoluted tubule 
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epithelium. The glomeruli show no evi- 
dence of the acute injury other than an 
increase in the amount of blood in the cap- 
illary tufts. Very rarely a small amount 
of amorphous exudate has been found cov- 
ering the tufts. 

The tubular epithelium has shown se- 
vere injury. These changes are more 
marked in the convoluted tubule epithe- 
lium. These cells have become acutely 
edematous with vocuolation. The nuclei 
have disappeared or show pyknosis. Many 
of the cells are necrotic. In such cells and 
in the epithelium of the loops of Henle 
there is much stainable lipoid. 

CONCLUSIONS 

1. The existence of a chronic glomer- 
ulonephropathy renders the kidney ex- 
tremely sensitive to such acutely acting 
nephrotoxic agents as ether, chloroform, 
uranium nitrate and mercuric chlorid. 

2. The acute injury induced by such 
agents is very largely confined to the tubu- 
lar epithelium. 

3. Associated with the development of 
the acute injury there occurs a disturbance 
in the acid base equilibrium of the blood 
which may occur prior to a decrease in 
renal function as is indicated by the abil- 
ity of the kidney to eliminate phenolsul- 
phonephthalein. 

4. As the tubular injury progresses 
there is a further reduction in the alkali 
reserve of the blood which is a retention 
phenomenon. The tubular injury is fur- 
thermore characterized by a retention of 
blood urea and creatinine and by a marked 
increase in the output in the urine of al- 
bumin and casts. 

5. Such animals become rapidly anuric 
and die in air hunger, in convulsions, or 
in a gradually developing coma. 
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NEPHRITIS IN CHILDHOOD* 


By L. R. DEBuys, M.D., 
Professor Diseases of Children, School of 
Medicine, Tulane University, 

New Orleans, La. 


Much has been written about kidney 
disease in early life, and the various text- 
books cover the subject thoroughly. In a 
symposium of this sort it should not be the 
purpose of a paper to render under this 
title a text-book article, but to bring be- 
fore you the disease as it appears in child- 
hood and to emphasize those points which 
require especial consideration in its pecu- 
liarities. 

In the child, and in the infant particu- 
larly, many developmental errors and con- 
stitutional weaknesses manifest them- 
selves or may be discovered by the careful 
observer. Many diseases are overlooked 


until they flagrantly manifest themselves 
with their complications and sequelae. I 
wish to emphasize the necessity of a com- 
plete and thorough examination of every 
patient and the advisability of not stop- 
ping at the first pathological finding, since 


many may exist. In this way many func- 
tional disturbances may be recognized 
which might ultimately result in organic 
disease. Particularly is this so in regard to 
the kidneys. Not only should the examina- 
tion be thorough, but when a disease is dis- 
covered the physician should be so familiar 
with its complications, sequel, and predis- 
positions that he should throw out all the 
possible safeguards to prevent untoward 
results. 

_ We all know that the discovery of “606” 
by Ehrlich resulted from his theory of the 
selective action of certain chemicals for 
certain bacteria. The writer believes that 
it is highly probable that the various dis- 
eases result from the selective property of 
certain toxins and bacteria for certain body 
cells. In many diseases it is found that 
there are tendencies to damage certain 
organs either at the time of the disease 
or later. The kidney is not an exception to 
the rule and is probably more vulnerable 
because of its being one of the principal 


*Read in Syniposium on Nephritis, General Ses- 
sion, Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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organs of elimination. Paticularly is the 
kidney apt to be affected functionally. 
Many of the functional disturbances do 
ultimately result in organic changes, espe- 
cially if precautionary and prophylactic 
measures are not resorted to, and it may 
be said also that many diseases are averted 
by the vigilant physician practicing pre- 
ventive medicine. 

Just what the relation of kidney disease 
in childhood is to the kidney diseases of 
adolescence is a question; suffice it to say 
that many cases of functional kidneys in 
childhood are followed in adolescence by 
forms of organic disease of these organs, 
and many chronic nephrites in adolescence 
apparently have no origin. It is highly 
probable that in these instances the kid- 
neys have not been given the proper care in 
early life and an unrecognized, slightly 
damaged kidney has been neglected. 

In childhood, therefore, functional kid- 
nev disease should be respected and acute 
and chronic inflammatory conditions of the 
kidney should be rigidly treated, and cured 
if possible, and carefully watched there- 
after. 

The kidney in the child is very vulner- 
able, and functional disturbances are ex- 
ceptionally common. The _ recuperative 
power is extremely good, so that a fair 
treatment of the disturbed kidney will 
assist it to a complete and _ perma- 
nent recovery. Particularly is this so with 
regard to the functional kidney. Even in 
the instance of the acute nephritis the 
prognosis is very good if the disease is rec- 
ognized early and co-operative care insti- 
tuted. When I say co-operative care I do 
not mean treatment by compromise. I 
mean studying the case, arriving at the 
diagnosis, determining the plan of attack- 
ing the disease and outlining the treatment 
to be pursued, which treatment should 
be rigidly adhered to. 

For the sake of convenience the disturb- 
ances of the kidney may be divided into two 
groups, those which are functional and 
those which are organic. 

The functional type consists of the irri- 
tated kidney caused by the elimination of 
toxins. This type is discovered usually in 
the routine examination of the urine or 
while closely observing the urine in certain 
ailments known to irritate the kidney, such 
as high fevers, acute gastric and intestinal 
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indigestion and acute infections. The urine 
is as a rule normal in every way except 
that there is the presence of hyaline casts. 
Of course, at the onset, when the intake of 
fluids is diminished, the urine is concen- 
trated and diminished in quantity. While 
this is called a functional disease it is prob- 
able that the kidney may show some slight 
congestion. There are no other symptoms 
referable to the kidney. 

Organic kidney disease may be subdi- 
vided clinically into the acute and chronic 
varieties. The acute variety is manifested 
as a diffused nephritis and may patholog- 
ically be of the following types: (1) 
Glomerulonephritis in which the glomeru- 
lar changes are most marked. (2) Pa- 
renchymatous or degenerative type, in 
which the degeneration of the tubular epi- 
thelium is extreme. (3) Hemorrhagic 
type, in which there are hemorrhages into 
the tubules, glomeruli and interstitial tis- 
sue. (4) Exudative type, in which there are 
qauntities of leucocytes, serum and red 
blood cells in the glomeruli and tubules, 
with a variable amount of changes in the 
parenchyma and interstitial tissue. (5) 
The productive or interstitial type, in which 
the changes occur in the interstitial tissue 
early and severely. 

Etiologically acute nephritis is said to be 
either primary or secondary. It is prob- 
ably always, however, secondary, and even 
in those instances in which it is classed as 
a primary disease it is in all likelihood 
secondary to either a primary focus or the 
result of some prolonged irritation of the 
kidney which has gone unrecognized. The 
acknowledged secondary variety is found 
following the acute infectious diseases, 
such as scarlet fever, diphtheria, influenza, 
measles, typhoid fever, pneumonia, vari- 
cella, empyema, malaria, some septic condi- 
tions, and in some of the acute diarrheal 
diseases. The nephritis is the result of 
the irritation of the toxins, either bacterial 
or chemical, and in some instances there is 
the addition of pathogenic bacteria, which 
gain entrance into the kidney through the 
blood stream. 

Acute diffuse nephritis may be either a 
mild or severe disease. The mild attacks 
if unattended may become severe, or the 
severe form may occur suddenly from an 
extreme irritation to the kidney incident to 
a severe illness. 


DEBUYS: NEPHRITIS IN CHILDHOOD 















Those cases usually classified as primary 
are not common in infancy and childhood, 


either because they are unrecognized or 


because the source of irritation has not 
existed long enough to make the disease 
manifest. The symptoms are as a rule 
obscure. The onset of the disease is ab- 
rupt. It is accompanied with fever, which 
may be high and irregular, ranging from 
101° to 105° F. The symptoms are usually 
those of a toxemia. Nervous symptoms 
are marked, there being restlessness and 
muscular twitching and occasionally con- 
vulsions. Vomiting and diarrhea are com- 


mon at the onset of the disease incident to: 


indigestion. Acidosis may develop during 


the attack. Dropsy is exceptional, but may 


be slight, particularly as a terminal mani- 
festation. Anemia may be marked in these 
cases. The disease may last from eight 
days to four weeks. The urine is not 
scanty as a rule until toward the end of the 
disease, and frequently not even then. 
Albumin may be absent early in the dis- 
ease and is always present later, but usu- 
ally not in great amount. Hyaline, epithe- 
lial and granular casts are present, though 
they are not numerous. Pus cells, renal 
epithelial cells and red blood cells are pres- 
ent. 


The outcome of these cases depends upon 
the age of the patient and severity of the 
attack. As a rule the younger the patient 
the more unfavorable the outcome. 


The secondary type of acute diffuse 
nephritis varies in the symptoms, which at 
times are rather vague, so that if the urine 
is not examined the condition at its onset 
may be overlooked. The disease makes its 
appearance at the height of the febrile at- 
tack or may at times begin later. The se- 
verity of the attack is in direct relation to 
the severity of the primary disease. 


The age and state of health of the pa- 
tient are also influencing factors in the 
severity of the disease. In the milder cases 
the general symptoms of nephritis are fre- 
quently absent. Dropsy is rare, suppres- 
sion of urine unusual and uremic symp- 
toms infrequent. The urinary findings are 
those of the primary cases of nephritis. 
The nephritis adds considerably to the dis- 
ease it complicates, but rarely is it the 
fatal cause except at times in cases of 
diphtheria and scarlet fever. 
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The post-scarletinal nephritis is a 
type of the nephritis of a more severe 
variety than the one just mentioned. 
It occurs usually during the third or 
fourth week following the initial dis- 
ease and as frequently after the mild as 
after the severe infection. This is prob- 
ably due to less vigilance being exercised 
during the mild scarlatinal attack. The 
onset is gradual or dropsy may be first no- 
ticed. There is a diminution in the urinary 
secretion, which becomes scanty at times. 
Headache, vomiting, scanty urine, fever 
and convulsions may suddenly give evi- 
dence of the existence of the disease with- 
out evidence of dropsy. Dropsy is, how- 
ever, present usually at least slightly and 
may be noticed in the face, feet, legs, 
scrotum, or as a general anasarca. The 
temperature may range from 100 to 105° F. 
The urine may be diminished or sup- 
pressed. It is of a dark reddish brown or 
smoky color, due to the red blood cells and 
hemoglobin, and contains albumin in large 
quantities, though the albumin may be ab- 
sent early in the disease. At times, upon 
boiling, the urine becomes a solid mass, due 
to the albumin in it. The specific gravity, 
even though the quantity may be small, 
may be low. The urine contains hyaline, 
granular, epithelial casts and frequently 
blood casts, also red blood cells and leuco- 
cytes. The cases that recover require from 
one to three weeks for the active symptoms 
to subside and from two to three months 
or longer to recover completely. 


In the very severe cases high fever, 
headache, pain in the back and loins, rapid, 
full, high tension pulse appear at the onset 
of the disease. The urine is scanty and 
may be suppressed. Uremic symptoms 
then manifest themselves, such as vomit- 
ing and diarrhea and great restlessness or 
apathy. Acidosis may develop. If the con- 
dition progresses and the secretion of urine 
is not re-established there may be head- 
ache, ocular symptoms, and stupor, coma 
or even convulsions. 


The complications of acute diffuse ne- 
phritis should not be overlooked. They are 
pneumonia, pleurisy, pericarditis, endo- 
carditis, meningitis and edema of the 
glottis. Fatalities are due either to these 
or to acute uremia. The prognosis of these 
cases depends upon (1) the severity of the 
attack; (2) the age of the patient; (3) the 
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kidney function; (4) damage to the kid- 
ney. The younger the patient the less fa- 
vorable the outlook. The kidney function 
may be determined by (1) the two hour 
test; (2) the phenolsuphonephthalein test. 
The damage to the kidney is better deter- 
mined by the quantity of urine eliminated 
in twenty-four hours, the speciafic gravity 
of the urine, and the number and variety 
of the casts than by the amount of albu- 
min. 

If there is no suppression of urine, no 
symptoms of uremia and no complications 
the prognosis is good, particularly if the 
age is above three years. 

The acute nephritis in which the intersti- 
tial tissue is particularly involved and 
which belongs to the productive or inter- 
stitial variety already mentioned may oc- 
cur independently of scarlet fever, but is 
most seen in the protracted cases of that 
disease. The onset is usually abrupt with 
temperature, vomiting, headache, lumbar 
pains, scanty urine and dropsy. The 
changes in the urine and dropsy are the 
most constant symptoms. This type is 
sometimes referred to as a primary form 
of the disease, but is in reality a secondary 
type. 

The chronic nephritis in childhood may 
be considered under two divisions—(1) the 
chronic diffuse nephritis, in which the 
parenchymatous tissues are mainly in- 
volved and which belongs to the parenchy- 
matous or degenerative type of the dis- 
ease, and (2) the chronic diffuse nephri- 
tis, in which the interstitial tissue is 
mainly involved and which belongs to the 
productive or interstitial type. The lesions 
found in chronic nephritis in childhood do 
not differ from those in the adult. Etio- 
logically the disease usually follows the 
acute variety, especially the post scarlati- 
nal nephritis. The other infectious dis- 
eases occasionally also are forerunners of 
this disease. Hereditary syphilis is a con- 
tributor to the disease, as is also chronic 
tuberculosis and endocarditis. The younger 
the patient the less likely is the disease to 
be found except in the instance of heredi- 
tary syphilis. 

Chronic nephritis of the parenchymatous 
type may follow the acute type or may ap- 
pear after a variable time from several 
months to several years in a patient previ- 
ously declared cured of the acute type or 
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may appear in an individual with no his- 
tory of a previous kidney ailment. 

The course of the disease is a prolonged 
one, rarely shorter than two years and 
often lasting for many years, in which 
there are acute exacerbations when the 
symptoms as well as the urinary findings 
how greater changes. Digestive disturb- 
ances, such as loss of appetite, vomiting 
and diarrhea, and anemia are frequently 
seen in this disease. Nervous symptoms 
are at times prominent, such as headache, 
sleeplessness and neuralgia. The patient is 
easily fatigued and may suffer attacks of 
dyspnea. Acidosis and attacks of epistaxis 
are also present as in the adult. Edema 
of the cellular tissue is seen, as well as 
effusions into the pleura, peritoneum and 
pericardium. Dropsy is present as a rule, 
though it may vary in amount and fluctu- 
ate in quantity from time to time. 

The urine contains albumin and casts 
most of the time and always during the 
exacerbation, when they appear in great 
amounts. The variety of casts are hyaline, 
epithelial, granular and fatty. The quan- 
tity of the urine may be nearly normal, 
though it is much reduced during the ex- 
acerbation, and the specific gravity may be 
normal or high. When amyloid degenera- 
tion exists the liver and spleen are enlarged 
and additional symptoms of their involve- 
ment are added to the clinical pictures, 2s- 
pecially ascites, diarrhea and cachexia of 
an alabaster type. 

Chronic nephritis of this form may last 
a variable time, depending upon (1) the pa- 
tient, (2) co-operation, and (3) treatment. 
These patients require prolonged super- 
vision, as remissions may be interpreted as 
cures. The unfavorable outcome is usually 
due to uremia, some intercurrent disease or 
some complication such as pneumonia, 
pleurisy, pericarditis, endocarditis or pul- 
monary edema. 

The chronic diffuse nephritis of the in- 
terstitial type is a very rare thing in early 
life. Hereditary syphilis and history of 
chronic alcoholism are found in some of 
these cases. This disease resembles the 


same disease in later life. Its onset is in- 
sidious. High blood pressure and hyper- 
trophy of the left ventricle are regularly 
present. Vascular changes are sometimes 
seen. Nervous symptoms are often pro- 
onunced, such as headache, disturbance of 
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vision, neuralgias and spasmodic dyspnea, 
asthmatic in character. Dropsy is rare 
and when present slight. Hemorrhages 
may occur late in the disease. The disease 
terminates usually by an acute uremia 
with acidosis. This disease may go un- 
recognized, as its course is slow until the 
final uremic symptoms are seen. 


The urine is great in quantity, of a low 
specific gravity, 1001 to 1008, and pale in 
color. Albumin is occasionally found and in 
small quantities. It is often absent. The 
prognosis of this variety of nephritis is 
unfavorable as to complete recovery, and 
while the symptoms may subside they usu- 
ally return. The prognosis as to the dura- 
tion is difficult because of the (1) inability 
to determine the extent of the disease in 
the kidney and (2) the rapidity of its pro- 
gress. Unfavorable symtoms are (1) the 
continuation of large quantities of urine of 
low specific gravity; (2) large amount of 
dropsy; (3) valvular disease of the heart; 
(4) renal insufficiency as shown by (a) the 
phenolsulphonephthalein test and (b) the 
two hour test. 

The diagnosis of nephritis is an easy one 
to make. It requires at times, however, 
some thought to determine definitely the 
type of nephritis existing. It is also diffi- 
cut at times to say when an acute type 
stops and the chronic form begins. With 
due consideration to the foregoing classi- 
fication and symptoms the differentiation 
is facilitated. With the milder or func- 
tional types the history, urinary findings 
and course readily permit of a diagnosis. 
The positional lordatic or orthostatic al- 
buminuria is easily differentiated by exam- 
ining a morning and an evening specimen 
of urine. When the evening specimen is 
secured before rest and after exercise and 
the morning specimen after rest and be- 
fore moving about the albumin will be 
found in the evening and not in the morn- 
ing specimen. 

Once the diagnosis of nephritis is made 
the paramount question is what the out- 
come of the case will be. With the state- 
ments already made with regard to the 
prognosis in each type a general idea may 
be had of what is to be expected. Besides 
the twenty-four hour quantity of urine, its 
specific gravity, the amount of albumin, 
the sediment contents and the blood find- 
ings, which have the same significance as 
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in the adults, the tests as to the functions 
of the kidney offer considerable informa- 
tion which will assist in making a more re- 
liable prognosis. These tests include (1) 
the phenolsuphonephthalein test and (2) 
the two hour test. 

The phenolsulphonephthalein test, which 
is familiar to us all, consists in the intra- 
muscular injection of one-eighth of a grain 
(0.0008 qm.) of phenolsulphonephthalein 
dissolved in fifteen minims (1.0 milo) of 
water, and the collection of the urine at 
the end of one hour and also at the end of 
the second hour. The quantity of the dye 
in the urine is determined by alkalinizing 
the urine with sodium hydroxid, then di- 
luting the urine carefully to 1 litre, when 
the depth of its color is compared with 
a standard solution of phenolsulphoneph- 
thalein in a colorimeter. Many instru- 
ments are in use for this estimation. 
The dye should appear in health in five 
or ten minutes after its injection. From 
40 to 60% is eliminated in the first 
hour, and from 75 to 80% in two hours. 
The urine should be either catheterized or 
voided before the test is performed and 
also at the end of an hour and two hours. 
In cases where there is an inability to com- 
pletely empty the bladder catheterization 
should be done. 

In nephritis the elimination is delayed 
more or less, depending upon the character 
of the lesion. The average in the child is 
about the same or a little higher than in 
the adult. In the acute nephritis the test 
is of much value; in chronic mild cases the 
test may be misleading, as it at times ap- 
proaches the normal average figures, but 
it is of value during the exacerbations, 
when it is as reliable as in the acute cases. 
A low ’phthalein test below 55% should 
require a guarded prognosis. In the child 
the ’phthalein test is as valuable as in the 
adult to determine functional capacity of 
the kidney. 

A knowledge of the flexibility of the kid- 
ney function is also of decided value. The 
two hour renal test serves to determine 


this point. The test is a delicate one, and 
should be cautiously interpreted. It is 
The normal 


practical for every day use. 
kidney is flexible in its function, as is 
shown by the urine being high, medium or 
low in specific gravity, according to the 
fluids and solids that must be excreted to 
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keep the body fluids at a constant level. 
This flexibility is lost in the diseased kid- 
ney. Its diminished power to functionate 
is shown by a fixation in its power of con- 
centration. This test, therefore, shows 
a fixation in the specific gravity of the 
urine voided at two hourly intervals. 
The specific gravity may vary in dif- 
ferent individuals, but its variations are 
extremely slight in each individual. In this 
test it is not intended to give an abnormal 
diet, but a full normal diet, one containing 
a considerable amount of protein. The 
adult test is modified in the child by sub- 
stituting for the tea or coffee, in the adult, 
a capsule containing 1 gram of salt and a 
pill of 2 grs. of caffein sodium benzoate at 
the midday meal. With the introduction 
of the protein, salt and caffein sodium ben- 
zoate the kidney is stimulated to its great- 
est efforts. The quantity of intake of 
fluids is essential, only 10 ounces being al- 
lowed at each meal and none between 
meals. The urine is collected at two hourly 
intervals between 7 a. m. and 7 p. m. and 
between 7 p. m. and 7 a. m. and the spe- 
cific gravity of each sample accurately 
taken and recorded. In the normal the va- 
riations may be eight points or more, and 
the night urine is smaller in quantity and 
of a higher specific gravity. In disease 
these variations are not seen and the varia- 
tion in the specific gravity is only from one , 
to three points. 

While this test should be done accurately 
it is easy of performance if the instructions 
are closely followed. 

The treatment of nephritis may be con- 
sidered under four subdivisions, (1) pro- 
phylactic, (2) hygienic, (3) dietetic, (4) 
medicinal, which includes hydrotherapy. 
The prophylactic treatment should be be- 
gun before the disease commences. It in- 
cludes a thorough knowledge of those dis- 
eases which predispose to nephritis as a 
complication or sequela and the institution 
of measures which will lessen the likeli- 
hood of the development of the disease. 
The precautionary measures may be 
grouped under five headings: (1) The 
protection of the body surface from 
chilling and the establishment of free 
functioning of the skin; (2) the proper 
attention to the bowels so as to pro- 
duce thorough and sufficient evacua- 
tions for the elimination of toxins; (3) the 
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dilution of the toxins eliminated in the 
urine by the ingestion of sufficient quanti- 
ties of fluids; (4) the alkalinization of the 
urine so as to lessen its irritability to the 
kidneys, and (5) the necessity for rest for 
the period during which lies the danger of 
stimulating the devolpment of the disease. 

The hygienic treatment in a way is 
closely allied to the prophylactic treatment 
and provides for the institution of the 
many measures during the disease which 
the prophylactic treatment included as 
means of prevention. Among these may 
be mentioned (1) the proper supervision of 
the atmospheric conditions surrounding 
the patient, as for instance, ventilation, 
heating, etc.; (2) the proper care of the 
skin, with the necessity of stimulating it 
to its functions. as for example, baths for 
cleansing and for diaphoresis purposes; (3 
thé proper supervision of the evacuation of 
the bowels and the necessity at times of 
the use of enemata; (4) the supervision of 
the patient’s rest, and (5) the proper regu- 
lation when the time comes for it of the 
exercise of the patient. The exercise 
should be very gradual, and the urinary 
findings closely observed while relaxation 
from restriction is permitted. 


The diet during the acute illness must be 
particularly closely supervised and should 
include those foods the ingestion of which 
result in the production of the min- 
imum amount of substances which might 
be difficult of elimination by, or irri- 
tating to, the kidneys. A _ liquid diet 
in the acute stages is essential. As 
the disease improves the diet may be 
increased, the urine being watched during 
the increase. The starches, soluble and in- 
soluble, fruit juices and fats are the most 
desired foods, while the proteins, extract- 
ives and salts should either be withheld or 
allowed in very sparing measure. Large 
draughts of fluids are of advantage, and 
especially so if there is no water retention 
and the permeability of the kidney is not 
seriously impaired. Alkaline mineral wa- 
ters are especially advantageous. Animal 
protein foods are better withheld, but pro- 
tein in the form of vegetable protein should 
be given to meet the body need. In cases 
where anemia exists it may be necessary to 
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increase the protein content in the food 
Milk is the least objectionable form in 
which proteins may be given, but in febrile 
conditions even it should not be permitted. 
Extractives such as gelatins and soups and 
broths are contraindicated, and salt (so- 
dium chloride) should be given as spar- 
ingly as is possible consistent with render- 
ing the food palatable. At times it even 
becomes necessary not to permit salt at 
all in the cooking. The medicinal and 
symptomatic treatment includes a wide 
scope in the care of nephritis. It is need- 
less to say that nephritics should be medi- 
cated as little as possible. Of course, for 
the alkalinization of the urine the salts of 
sodium, potassium, and lithium serve their 
purpose. The saline purgatives are of 
value to produce the necessary evacuations 
of the bowels at times and thereby offer a 
means for the elimination of toxins. 


In the severe cases with scanty urine, 


fever and marked dropsy, free diphoreses.. 


by means of hydrotherapeutic measures 
such as the hot pack or vapor bath is in- 
dicated and should be maintained. 


The bowels should be kept open and the 
stools liquid by the administration of Glau- 
ber or Epsom salts, the salts being given 
preferably in concentrated solution. Ro- 
chelle salt serves also for the same purpose. 
Care should be exercised not to cause too 
great depletion. 


The action of the kidneys should be 
stimulated either by diuretic drugs such as 
the caffein salts, theobromin sodium sali- 
cylate, potassium and sodium salts, spir- 
itus etheris nitrosi, or by counter-irrita- 
tion over the kidneys by the use of dry 
cups, poultices, or mustard paste. If 
suppression of urine occurs with the 
development of uremic symptoms with 
high arterial tension venesection should 
be performed followed by the intra- 
venous injection of normal saline solu- 
tion. The intravenous injection lessens 
the depressing effect of the venesection. 
From three to five ounces of blood may be 
withdrawn from a child five years old and 
twice the amount of the salt saline solution 
should be introduced. Uremic convulsions 
may sometimes be prevented or relieved by 
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the hypodermic administration of nitro- 
glycerine with morphine. Chloral by rec- 
tum relieves the nervous symptoms better 
than other drugs. It should be given in 
large doses and repeated if improvement 
is not seen. A child of five years should 
get from five to ten grains. 


High rectal injections of normal salt so- 
lution at a temperature of 105°-108° F. 
should be given several times a day until 
the free flow or urine is brought about. 


Complications of dropsy of the serous 
cavities, pericarditis and edema of the 
lungs should be watched for, as they ren- 
der the picture more grave. In those cases 
which recover great caution should be ex- 
ercised to guard against anything which 
might predispose to a return of the dis- 
ease. Here the prophylactic and dietetic 
measures may be exercised with great ad- 
vantage. Care should be taken to properly 
clothe the patient and if necessary to se- 
lect a favorable climatic environment for 
him. The anemia which follows these 
cases is best treated with iron and proper 
diet. The diet should be carefully watched 
for many months, nitrogenous foods espe- 
cially being cautiously given. 

The chronic cases of nephritis during 
their acute exacerbations are treated just 
as are the acute cases of nephritis. Other- 
wise they receive the same treatment as 
the cases of chronic nephritis in the adult. 
Two factors stand out in the treatment of 
chronic nephritis in children: (1) so to 
treat the etiological factors as to eradicate 
the cause or retard the progress of the dis- 
ease, and (2) to remove the conditions 
which predispose to the acute exacerba- 
tions. Regulations of rest, exercise and 
diet and the proper administration of ton- 
ics are of prime importance in the treat- 
ment of the chronic cases of nephritis. In 
those cases in which dropsy is present a 
salt free diet is indicated. The other 
symptoms are treated as in the acute cases. 
In cases resisting treatment and growing 
progressively worse decapsulation of the 
kidney may be practiced. This is often fol- 
lowed by relief, which, however, is liable to 
be only temporary, though complete recov- 
eries are recorded. 


Discussion on page 376. 
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NEPHRITIS AND GENERAL 
SURGERY* 


By MONTAGUE L. Boyp, M.D., 
Atlanta, Ga. 


Fortunately rather extensively impaired 
kidneys may, even after major operations, 
go on functioning without appearing to 
give trouble if the patient has been suit- 
ably prepared for operation and precau- 
tions are taken to avoid further injury to 
the kidneys. On the other hand, moderate 
kidney impairment, resulting from ne- 
phritis, may, where disregarded, be re- 
sponsible for post-operative difficulties of 
varying severity, even death. 

It is not rare that surgery is used as a 
remedial measure in nephritis; for exam- 
ple, in infected tonsils and sinuses, chronic 
suppurations, certain conditions of the gas- 
tro-intestinal tract, etc. In a large num- 


ber of suppurative surgical conditions ne- 
phritis very naturally exists, the kidneys 
being injured by the absorbed toxins. The 
more acute and severe the infection the 
greater usually is the degree of nephritis, 
from chronic appendicitis and cholecystitis 


to erysipelas and the other streptococcic 
infections. Further, we not infrequently 
find nephritis coexistent with, yet inde- 
pendent of, some surgical condition. In . 
many instances the nephritis may seem to 
the surgeon of secondary or even negligi- 
ble importance, and it is well for him to 
keep always before him the recollection 
that it can continue as a lasting and severe 
disturbance (just as it does after some of 
the infectious diseases) so that he will not 
neglect the significance of its existence and 
persistance. 

The information concerning nephritis 
which the surgeon should possess and the 
methods which he should employ in his op- 
erative work upon such cases may be sum- 
marized under four headings as follows: 

1. He should recognize the existence of 
a nephritis and determine the extent of 
impairment of the kidney function. 

2. If possible learn the cause of the ne- 
phritis, and where possible and advisable 
relieve it before operation. 


*Read in Symposium on Nephritis, General Ses- 
sion, Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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3. Take suitable measures to prevent an 
exacerbation of the nephritis and further 
injury to the kidneys resulting from an 
operation and its attendant measures. 


4. Not operate except in case of neces- 
sity upon a patient who has a nephritis 
with the kidney impairment so great as to 
make it probable that he will live only a 
short time under any circumstances. 


1. Recognition of the existence of a ne- 
phritis is fairly certain if an early morn- 
ing specimen of urine is examined for al- 
bumin and casts. Should a specimen not 
sufficiently concentrated (of too low spe- 
cific gravity) be obtained at that time the 
cause should be investigated, for it may be 
due to a nephritis in which the kidneys 
are unable to concentrate the urine. Cer- 
tain writers! have observed that not infre- 
quently with normal kidneys we do not 
get a concentrated specimen at the early 
morning voiding, but that does not mean 
that the specimen is too dilute for an ex- 
amination for albumin, only that it is of 
lower specific gravity than specimens 
passed at other periods in the twenty-four 
hours. 


The more acute the attack of nephritis 
the greater the concentration of the albu- 
min.2. However, neither from the quantity 
of the albumin nor from the quantity and 
character of the casts can much informa- 
tion be obtained concerning the extent of 
permanent functional impairment, with 
which, usually, the surgeon is most con- 
cerned. As we all, no doubt, have observed 
kidneys passing a large quantity of albu- 
min may have a fairly high functional out- 
put and return to an almost normal con- 
dition in a short time. On the other hand, 
there may be only the faintest trace of 
albumin present and yet hardly any se- 
creting power. 

It is possible, perhaps, for changes, the 
result of a previously active nephritis, 
to exist in the kidneys without albu- 
min or casts being found in the urine. 
However, I do not. believe it probable 
that a definitely diseased glomerulus, 
though the nephritis be _ stationary, 
will pass albumin free urine when the kid- 
ney changes have become extensive enough 
to interest the surgeon on account of the 
low kidney function. 
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Because pus is found with the albumin 
in the urine it must not be accepted as the 
sole cause of the albumin and both be dis- 
regarded. Whenever pus is found it is of 
itself a warning that the kidney function 
must be examined and the presence of the 
pus explained before non-emergency sur- 
gical procedures are undertaken. 

Following the discovery of a nephritis 
comes the necessity of determining the 
extent to which it has impaired the 
functioning powers of the kidneys. Of 
the many methods used for this pur- 
pose there are at least two which are 
so simple and satisfactory that no ex- 
cuse can be accepted for omitting their 
employment: (1) the collection during 
the twenty-four hours of a number 
(seven) of specimens of urine and observa- 
tion of their quantity and concentration.** 
(2) Of almost equal simplicity, as far as 
trouble to the physician and patient are 
concerned, is the phenolsulphonephthalein 
test, which has the added advantage of giv- 
ing immediately (two and a half hours) 
the information desired. 

2. The cause of many cases of chronic 
nephritis and some acute ones can not be 
learned, for there is a good deal yet lack- 
ing in our knowledge on this matter, as 
Christian‘ has recently so clearly called to 
our attention. 

Reactions accompanied by, or producing 
nephritis following injections of antite- 
tanic serum, and nephritis following se- 
vere and prolonged exposure to cold, are 
worth remembering. They should be looked 
for and given every attention when emer- 
gency operations are necessary. Unusual, 
but illustrative, is a severe acute nephritis 
which developed in a man who, after tak- 
ing four grains of calomel, was called out 
to work all night in a storm which par- 
tially destroyed the town in which he lived. 
If he had been injured, as were many, and 
operated upon, it is quite probable that the 
nephritis would have been overlooked un- 
til it had grown very serious. 

Syphilis may produce all degrees of ne- 
phritis and, occasionally, without other 
apparent symptoms of the disease. An in- 
nocent looking tonsil, as I have often ob- 
served, may be the cause of well marked 


*In special cases the amounts of sodium chlorid 
and nitrogen are determined. 
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changes, and there are various other con- 
ditions which may be overlooked unless 
carefully sought, which can keep up an 
active nephritis. 

So in not a few cases it is possible to 
recognize and treat or remove the cause 
of a nephritis before operation in order 
that less chance of post-operative trouble 
- may be encountered. 

3. The immediate danger to a patient 
operated upon while having a chronic ne- 
phritis is, unless the kidney function is 
very low, not from the already established 
impairment in function, but from the pos- 
sibility of the incapacity growing more 
marked under the strains incident to op- 
eration. Where the etiological factor has 
been removed and the kidneys brought to 
their point of maximum efficiency, there 
is seldom much difficulty encountered, pro- 
vided certain precautions are taken to pre- 
vent the development of those conditions 
under which the kidneys work at a disad- 
vantage. 

The routine of preparation for operation 
adopted by nearly all surgeons of today in- 
cludes the principle measures used in car- 
ing for the kidneys, but certain features 
need emphasizing and elaborating, as fol- 
lows: 

Where nephritis exists ample time, from 
a few days to several weeks according to 
the existing conditions, should be allowed 
for the preparation of the patient for op- 
eration. A sufficient number of functional 
and other tests should be made to learn 
the amount of improvement obtained and 
to determine the time at which the kid- 
neys are doing their best work. 

The quantity of solid food should be lim- 
ited so that overloading the gastro-intesti- 
nal tract will be avoided. Milk, soups and 
broths should be given to fill out the needed 
nourishment. Sodium chlorid and the pro- 
tein foods should be limited, but only omit- 
ted where there is an extremely low func- 
tional output.* In these regulations, as in 
the other measures suggested, it will nearly 
always be found better to proceed slowly 
and moderately rather than go to ex- 
tremes. 





*A comparison can be made between the urine 
and blood nitrogen in very bad cases and the so- 
dium chlorid elimination determined. 
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The bowels should be kept moving freely. 
Cascara, senna, and liquid petrolatum, 
with an occasional dose of magnesium sul- 
phate, are usually sufficient. 

Water should be given freely, 8 to 12 
glasses a day, depending upon the size of 
the patient, his thirst, the condition of his 
circulatory apparatus, and the amount of 
other liquids taken. Where possible it 
should be continued up to two hours be- 
fore an anesthetic is begun. 

Daily exercises in moderation, baths and 
massage are all helpful, particularly in fat 
individuals who require stricter and longer 
preparation than others. 

Certain nervous patients have much 
trouble with nausea, vomiting and meteor- 
ism after operation, which prevents their 
taking fluid by mouth. Special precautions 
should be used with them to prevent anx- 
iety. Frequent reassurance should be 
given concerning the outcome and _ seda- 
tives administered the night, and if neces- 
sary, the day before operation. 

The anesthetic in really badly impaired 
kidney cases should never be chloroform 
nor ether. Nitrous oxid and oxygen is the 
logical general anesthetic in nephritis, its 
effectiveness being increased where neces- 
sary by small amounts of ether. The 
length of the anesthetic should, naturally, 
be as short as possible. Where it is long 
extra precautions should be taken to see 
that the patient does not become chilled. 
This should be carefully guarded against 
in all nephritics before, during and after 
operation. 

The relation of arterial tension to kidney 
function is well known. In congestions of 
the kidneys due to insufficient circulation 
the function is impaired and albumin is 
found in the urine. Whentheblood pressure 
drops very low the kidney function de- 
creases. Consequently the blood pressure 
should be watched and stimulants for the 
heart administered in time to be of value. 
Care should be exercised in lowering a too 
high pressure in these cases where often, 
it would seem, that a definite relation ex- 
ists between the increased pressure and the 
impaired renal function. 

Perhaps the most direct method which 
we have of assisting the impaired kidneys 
to eliminate the products normally secreted 
is to furnish them with sufficient amounts 
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of water. With the lesser degrees of ne- 
phritis the water taken by mouth after op- 
eration answers the need, but when nausea 
and vomiting prevent taking and retaining 
water other methods should be employed. 
In such instances and with the more de- 
ficient kidneys a hypodermoclysis of 500 to 
800 c. c. of normal saline solution is of 
great assistance, and it is often wise to 
give it immediately after the patient is re- 
turned to his bed. Intravenous injections 
of 250 c. c. of normal saline with ten 
minims of adrenalin chlorid solution are 
well borne if run in slowly and may be re- 
peated in three to six hours if necessary. 
As with the heart stimulants, it is better 
to employ these methods of getting water 
to the kidneys as a prophylaxis rather than 
wait until symptoms of kidney insufficiency 
develop. The necessity for their use is 
judged by the amount of fluids the patient 
is absorbing and eliminating. 


Proctoclysis is undoubtedly useful, but 
it is inferior to the more direct hypoder- 
moclysis and intravenous injections. It 
gives best results with an open 30 
(French) rectal tube and the water con- 
tainer hung just above the level of the 
rectum. In this way gas passes out 
through the tube and the pressure in the 
rectum is always quite low. The frequent 
lack of success in proctoclysis is due gen- 
erally, I believe, to dripping water into 
the bowel at too rapid a rate for the speed 
of absorption, thus, with the frequent ac- 
cumulation of gas, causing an overfilling 
of the rectum with a consequent ejection 
of the fluid. 


4. Acute nephritis is a contraindication 
to operation except where it is produced by 
the condition for which the operation is 
to be performed. Decreasing renal func- 
tion, as observed by successive tests, is con- 
sidered a contraindication to operation ex- 
cept in cases of necessity.” The same is 
true of cases having such an extensive im- 
pairment that the ability of the kidneys to 
secrete phenolsulphonephthalein (if I may 
be permitted to use that test as an exam- 
ple) is almost lost. 


But where we should draw the line be- 
tween cases of nephritis suitable and un- 
suitable for operation it is very difficult 
tosay. That the amount of functional im- 
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pairment must be considered with what- 
ever other pathology is present is self-evi- 
dent, as is the fact that science has as yet 
discovered no exact methods of determin- 
ing the reserve vitality, or power to func- 
tion, of the human body and its organs. 
I have seen patients with, to me, a surpris- 
ingly low functional output go through 
major operations without serious difficulty. 
Where the other essential organs appear 
sound an operation is justifiable if it is 
urgently needed, but not otherwise. It is 
unlikely that such patients will live for a 
long time. 


SUMMARY 


The surgeon has important duties in 
handling patients with nephritis. Its ex- 
istence should be recognized and the ex- 
tent of damage to the secreting powers of 
the kidneys be determined by one or more 
reliable tests. Where possible the condi- 
tion producing the nephritis should be 
found and treated or remedied before op- 
eration. The patient should be put into 
condition for operation by the use of cer- 
tain well recognized measures for the treat- 
ment of nephritis: regulation of the diet, 
bowels, water intake, skin circulation and 
physical exercises, etc. Neither urinary 
infections nor deficiencies in the circu- 
latory system can be disregarded without 
danger. The most suitable anesthetic is 
nitrous oxid and oxygen and the anes- 
thesia must be as short as possible. After 
operation water should be given as soon as 
possible and the employment of hypoder- 
moclyses and intravenous injections of nor- 
mal saline solution undertaken before the 
kidneys show evidence of failing. Opera- 
tions should be performed only in cases 
of necessity upon patients with an acute 
nephritis, decreasing renal function, and 
extreme degrees of renal impairment. 
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THE TREATMENT OF CHRONIC 
NEPHRITIS* 


By W. H. WITT, M.D., 
Nashville, Tenn. 


Before speaking directly on the subject 
of my paper let me urge the extreme im- 
portance of diagnosis. I am quite aware 
that there are circumstances: under which 
even with careful study one may be in 
doubt about the presence of chronic 
changes in the kidney. But in the great 
majority of instances a diagnosis can be 
made. If we can not make a detailed 
anatomical diagnosis, sufficient data are 
present for us to know that there is perma- 
nent pathology in the organ. There are 
instances in which the diagnosis is at once 
clear; others in which repeated examina- 
tions of the urine, the blood pressure and 
phthalein estimates with or without blood 
study are required; others in which eye 
ground examinations are our best guide. 
But I am convinced that patients are not 
infrequently condemned as nephritics on 
single findings of albumin and casts with 
no effort to establish the persistence of 
these and other evidences of disease. The 
cure of certain nephritics may not inaptly 
be compared with the cure of certain tuber- 
culosis patients—the fact being that the 
presence of the disease in question was 
never established. 

In reviewing for you the more or less 
established measures adopted in the treat- 
ment of chronic nephritis let me first call 
attention to the fact that our effort is not 
directed toward a cure, although there is 
no doubt that patients have often been re- 
lieved permanently of symptoms and uri- 
nary findings on which a diagnosis has been 
based. But usually we must assume that 
the clinical entity that we call chronic 
nephritis was not established. Second, 
there is extraordinary difficulty in reach- 
ing a conclusion about the value of treat- 
ment of a disease of such varied clinical 
course and of such obscure origin. We may 
as well admit that we know little with ex- 
actness about the causes of chronic ne- 
phritis, and we are probably equally in the 
dark in the matter of sequence in develop- 


*Read in Symposium on Nephritis, General Ses- 
sion, Southern Medical Association, Fourteenth 
Annual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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ment of the various pathological changes. 
Where there is exactness of knowledge 
there should naturally be more or less em- 
piricism in therapeutic procedure. And at 
many points in the etiology, pathology and 
even symptomatology of chronic nephritis 
we have to acknowledge inexactness and 
incompleteness of scientific study. Cate- 
gorical statements in medicine are very at- 
tractive and the possibility of making them 
is becoming more and more a reality. We 
like to see a man stand flat-footed and de- 
clare with emphasis that such and such is 
fact. At the same time seekers after truth 
should above all people be possessed of a 
healthy skepticism, and not the least skep- 
tical should be those who have in hand the 
health and the life of their fellow men. 
These remarks by way of putting us on our 
guard against the ready acceptance of the 
various measures that have been so enthu- 
siastically urged on the profession in the 
treatment of this disease. 

As in typhoid fever or pneumonia it is 
highly important to realize the natural 
course of the condition, its fluctuations, its 
improvement and relapses, before we can 
attach too much importance to modes of 
treatment. It is still to our discredit as a 
profession that we fail to distinguish 
change from progress; that we take a new 
road with alacrity, not because we know 
where it leads, but rather because some one , 
has told us where. I do not object to taking 
new roads, but I am at least often afraid 
that I am on the wrong road and retain a 
wholesome willingness to go back. Call it 
conservatism or cowardice, I am disposed 
to like the company of those of our profes- 
sion who do not take eager hold on all the 
new stuff that is offered, holding to the 
safe old maxim that “To do no harm is no 
small part of the practice of medicine.” 

Our measures of treatment of chronic 
nephritis naturally involve: 

(1) The removal or a modification of the 
cause of the disease process. 

(2) An effort to lessen the work nor- 
mally required of the kidney. 

(3) The relief of certain incidental feat- 
ures of the disease, as edema, high blood 
pressure, or the varied manifestations of 
uremia. 

The term “removal of the cause” in- 
volves that we know what the cause is and 
that it can be removed, or at least modi- 
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fied. In the present state of the profes- 
sional mind when we speak of removing 
the cause of a nephritis we have in mind 
chiefly the removal of a focus of infection. 


In other words, we think of some kind of - 


surgery. By “removal of cause’ we may 
also have in mind making a moderate eater 
out of a gormandizer, or the lowering of a 
blood pressure that we think will eventuate 
in a nephritis, or the modification of other 
more or less well established causes of this 
disease. 

The popularity of the focal infection the- 
ory is not without good foundation. We 
may observe an acute nephritis or an acute 
exacerbation of a chronic nephritis follow- 
ing promptly in the wake of an acute in- 
fection, local or general, and recall well 
authenticated instances of improvement of 
some features at least of a chronic ne- 
phritis following removal of infected 
structures and a degree of health that 
could not have been expected without such 
procedure. While this is true, it does not 
follow that given a chronic nephritis and a 
focus of infection we can say, “Here lies 
the cause and here the effect.” There are 
too many people with a good supply of in- 
fected foci, especially teeth, tonsils and 
bronchial tubes, that do not develop path- 
ology elsewhere that is logically explain- 
able therefrom. I urge this thought, not 
as an argument against removing infected 
foci, but as an argument against the as- 
sumption that the disease of the kidney is 
surely due to the focus in question. It is not 
ananswer to say that we see no other cause. 
The trouble must be due to the condition 
we have found. Nephritis is not so simple 
in its etiology as that. Infected foci are 
bad things, but an abnormal focus is not 
necessarily an infecting focus, and to prove 
that it is and has operated to produce a cer- 
tain pathology is difficult, often impossible. 


I am not inveighing against needful 
surgery. I often approve of sugery even 
though I have a distrust of its beneficial 
effect, not knowing that it is needed. I 
only inveigh against reckless reasoning and 
reckless promising. We are on safe enough 
ground in telling a nephritic, if not too far 
advanced, that every reasonable effort, in- 
cluding surgery, must be resorted to to 
promote his physical integrity, hoping 
thereby to put him in a better state of re- 
sistance and remove at least one of the 
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causes of his trouble. The physician must 
realize, too, that the kidney changes are 
often well advanced and that there is no 
such things as a restoration ad integrum. 
And for the honor of the profession the 
patient must not be misled as to what is to 
be gained by removal of cause, whatever 
that cause is assumed to be. He must be 
frankly told that the best we can hope to 
effect is to conserve and probably to arrest. 
And when we have done this, have we not 
done much? 


Over-eating, over-drinking, over-worry- 
ing and exposure are less spectacular 
causes of nephritis than infection, less ap- 
pealing to the patient, and requiring in 
their removal or modification more tact and 
more patience on the part of the physician 
and much more self-denial on the part of 
the patient. I say it takes plain talking to 
make a safe eater out of a gormandizer, 
but it must be done. The same applies to 
heavy drinking and the exposure and ex- 
cesses that go with it, fortunately now not 
quite so operative as formerly. The influ- 
ence of worry and nerve strain with the 
attendant high pressure in causing ne- 
phritis can be modified, but often it is hard 


-to secure the patient’s co-operation. These 


constitute, perhaps, the most difficult of all 
the groups to deal with as far as securing 
a modification of their mode of life. With 
some, particularly certain types of labor- 
ers, the element of exposure and hard phys- 
ical strain comes in for modification. Here 
unfortunately it is often impossible to im- 
prove conditions, though their baneful ef- 
fect is undoubted. Exposure to cold and 
wet, physical exhaustion from hard labor, 
and often combined with reckless eating, 
constantly menace the life of these ne- 
phritics. No balmy Florida or California 
is theirs for the asking. A properly organ- 
ized social service system can often do 
something for these people by securing 
work not so likely to produce an acute kid- 
ney burden. 


These measures, involving diet, avoid- 
ance of mental strain and avoidance of ex- 
posure, are well established in our manage- 
ment of nephritis and are very valuable 
without doubt, but are not getting the at- 
tention they deserve in some quarters. Of 
equal importance with these measures is 
the avoidance of acute infections when pos- 
sible and their more than common care 
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when acquired. The danger of any acute 
infection to a nephritic has long been 
known. Apart from the kidney itself with 
its impaired power of elimination the ne- 


phritic presents two other pathologic tis- - 


sues, crippled to a varied extent, necessa- 
rily impairing the prognosis. These are 
the blood and the heart. Through them 
as well as the damaged kidney comes dan- 
ger if the nephritic is attacked with pneu- 
monia, influenza, acute bronchitis, pus in- 
fection, or other similar enemy. But the 
present point is that these infections if 
temporarily weathered are disposed to add 
to the pathologic state of the kidney. So 
that we are called on first to do all we can 
by climatic change, or otherwise, to save 
the nephritic from any acute infection, and, 
what is in a large way more important, to 
handle the infection with unusual care. 
This means that even mild infections, like 
ordinary colds and bronchitis, are to be 
treated seriously, and that the conva- 
lescence from all infections must be thor- 
oughly superintended. “To bed and stay 
there until all danger seems past,” ex- 
presses in a few words the patient’s duty 
and the physician’s responsibility. Let me 
repeat that these old-fashioned methods of 
dealing with a chronic nephritic are of real 
value, but are more difficult as well as less 
spectacular than the twenty-minute opera- 
tion that removes a supposed focus of in- 
fection. Let the operator and the internist 
both understand that in a very real sense 
the cause is not removed, no matter how 
much needed the operation, for the damage 
is already done. and even the arrest is 
more or less problematical. 


Apart from removal of what is assumed 
to be the cause in nephritis the matter of 
diet demands first attention. On what shall 
a nephritic feed? How long is a string? 
Theoretically at least the patient may need 
a certain diet. His kidneys may demand 
another. There are many undoubted ne- 
phritics quite capable of taking care of a 
fairly liberal diet, including some meat and 
eggs. They lead an active life and both 


need and can assimilate a good ration. 
Needless to say, if a liberal ration is al- 
lowed, blood, urine and phthalein studies 
should be carried out from time to time as 
a check. Liberality in diet is paralleled 
by liberality in the matter of physical exer- 
cise. 


A mild nephritic will profit by exer- 


SOUTHERN MEDICAL JOURNAL 









May 192i 


commensurate with his endurance. 


cise 
Such a regimen promotes elimination and 


builds up general resistance. In more se- 
vere cases with marked evidence of func- 
tional disturbance the matter of diet be- 
comes of more concern. Moderate amounts 
of protein food and fat and a more liberal 
proportion of carbohydrates is conserva- 
tive and no doubt preventive of more rapid 
change. At times starvation is good, then 
a little water only, then water and milk or 
milk only, depending on the exigencies of 
the case. An exclusive milk diet can not. 
be kept up indefinitely. If only moderate 
amounts are given there is not enough to 
sustain the patient’s vitality. If given in 
large amounts there is more protein intake, 
and often more water, too, than is good for 
the damaged organ. The whole question of 
proper diet for a nephritic is in need of very 
thorough experimental study, taking due 
account of the intake of the different ele- 
ments of food, and the resulting findings in 
the blood, urine and serum if there is 
edema. These things should be done over 
long periods of time. Epstein in a recent 
number of the Medical Clinics of North 
America reviews the treatment of cases of 
so-called pure nephrosis—a chronic pa- 
renchymatous nephritis. Clinically these 
are marked by much albumin, scanty urine, 
varying (but usually low) phthalein out- | 
put, low blood pressure, and the _ blood 
without high non-protein nitrogen, but 
with high lipoid content. By rather high 
protein diet and low fat he succeeded in re- 
storing cases of more or less long standing 
to a condition of freedom from evidences of 
pathology. I have had no. experience with 
this method, but the not infrequent failure 
to reduce edema by low salt, water and pro- 
tein feeding would seem to justify a trial 
of the method. But it is fair to say that 
others have tried Epstein’s suggestion 
without any striking results. 


I shall not dwell in any detail on the use 
of a salt free diet in the treatment of 
edema. At times it does well. At others it 
fails. Our knowledge of the underlying 
causes of the edema is so faulty that treat- 
ment is largely empirical. If it appears 
that the edema is largely cardiac in origin 
drugs of the digitalis series may be given 
freely and are at times successful. The 
purer diuretics, like theobromin sodio- 
salicylate and theocin may give temporary 
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increased flow of urine, but are doubtless 
harmful rather than safe if used during a 
long period of time. From every consid- 
eration there is small indication for pure 
diuretics in this disease. I am not so seri- 
ously impressed with the possible danger 
of using them as I am with their failure to 
increase the flow of urine. Even the re- 
duction of the water intake to a minimum 
is not without possible danger, but when 
salt restriction fails it comes in for a seri- 
ous trial. 

Various problems come to hand when 
the case has progressed to the point where 
we can say with reasonable certainty that 
there is only a few months lease on life. 
This is to be determined by the presence 
of marked eye changes, urea retention, low 
phthalein, cardiac failure, and more or less 
definite evidences of uremia. Often the 
family will desire climatic change, or so- 
journ at specially vaunted springs for the 
invalid. My experience is that such ex- 
treme measures are rarely justified. The 
danger of death away from home should 
be explained to the family, and the decision 
left to them. Home is a good place to die, 
and the habit of transporting cardiopaths 
and nephritics about in a vain search of 
health is to be deprecated. 

I would in a milder vein protest against 
over-active treatment of the uremic state. 
Violent purgings and exhausting sweats 
rarely accomplish anything except in such 
cases as rather suddenly develop a uremia 
from some special cause. If uremia de- 
velops in spite of a conservative manage- 
ment it is usually just as well to let the 
patient die in peace. In a less developed 
state of uremia the value of purging is un- 
doubted, and it goes without saying that 
constant attention to the bowels consti- 
tutes an important measure year in and 
year out. I have little faith in the value of 
sweating. The cases are few in which more 
can not be done by purgation, and at best 
free sweating is an exhausting process and 
can not be kept up for long. 


PROGNOSIS 


In attempting to make a prognosis in a 
chronic nephritis it is well to establish if 
possible whether we are dealing with a 
purely arterio-sclerotic condition, with or 
without cardiac decompensation, or 
whether in addition there is definite glom- 
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erular or tubular change. If we are deal- 
ing with a condition essentially vascular 
there will probably be good phthalein out- 
put and normal or slightly increased blood 
nitrogen. The prognosis then becomes that 
of the vascular condition, and as cardiac 
phenomena develop or cerebral symptoms 
supervene we must do our best to prognos- 
ticate on the basis of those features and 
not on the case as one of nephritis. If, 
however, by the presence of albumin or 
casts, or both, not explained by cardiac 
failure, or by the presence of increased 
blood nitrogen, subnormal phthalein out- 
put, constant specific gravity, we feel con- 
fident of a genuine nephritis we are called 
upon to make some kind of prognosis on 
the basis of the pathology present. In the 
present state of our knowledge we must 
recognize that we are far from being able 
to deduce from an examination of the urine 
or from functional tests the condition of 
the kidneys. That marked nitrogen reten- 
tion and marked lessening of phthalein 
output are associated with serious tubular 
changes seems fairly well established. We 
also realize that when these functional er- 
rors are marked the prognosis is bad, re- 
membering, however, that prognosis except 
in the presence of definite uremic symp- 
otms ought not to be based on one color 
test or on one blood test. We should at 
least confirm the continued lowering of 
these functions before we give a too defi- 
nite prognosis. We must further bear in 
mind that in acute exacerbations of ne- 
phritis from exposure, infection or other 
cause great functional impairment has not 
the same serious significance as when oc- 
curring in chronicity. The study of nitro- 
gen retention from its inception, taking 
proper count of protein intake and protein 
elimination, over long periods of time and 
with a fairly large series of cases, is neces- 
sary before we can have any very definite 
basis for prognosis in the milder cases, and 
these are the cases in which, in a sense, 
prognosis is most important. 


As said before, we stand in genuine need 
of careful studies over many years of ne- 
phritics. In the nature of the case much 
of this work must come from well fitted 
hospitals, but much of it must come from 
private practice. The practitioner is in 
better position for working out the relation 
of acute or chronic infections to nephritis. 
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He needs to be interested in the matter 
himself and to be able to interest his pa- 
tients in it. It would take only a short 
while, for instance, to establish the relation 
of tonsillitis to nephritis. A proper study 
of the effect of acute tonsillitis on the kid- 
ney should involve bacterial as well as 
chemical study of the urine. As few as a 
hundred cases properly worked out would 
go far to settle this question, but the 
studies would have to be continued months 
or years beyond the attacks supposed to be 
causative. It would not be so easy to eval- 
uate the effect of chronically infected ton- 
sils or teeth on the kidney. 


In a general way one may say that the 
prognosis in a nephritic is a composite of a 
chemical study of the blood and urine, color 
elimination, sustained or varying specific 
gravity of the urine, the blood pressure, 
and, not least, the willingness of the pa- 
tient to accept advice as to diet and mode 
of living. It is a disease that is compatible 
with years of usefulness if discovered in 
its early stages. It is one that must not 
be over-treated, but rather managed or di- 
rected, so to speak. Let us not overrate its 
seriousness nor put a too high estimate on 
what we can do to modify its course. There 
is hardly any disease in the management of 
which the personality of the physician 
counts for more, especially when it comes 
time to curtail the patient’s privilegs, when 


he comes to a full realization that he has‘ 


a disease from which he can not hope for 
recovery. Consequently we can often say 
to a nephritic that his disease is compat- 
ible with many useful years, depending 
largely, of course, on his status when the 
diagnosis is made. 


DISCUSSION—SYMPOSIUM ON NEPHRITIS 
Papers of Drs. McElroy, Pfingst, MacNider, 
DeBuys, Boyd and Witt. 


Dr. C. W. Dowden, Louisville, Ky—At the last 
meeting of this Association I presented to this 
Section a paper having to do with renal function 
and which embraced a fairly comprehensive re- 
view of the literature for nearly two thousand 
years back. That study along with what has since 
jJeveloped in an experimental way, and what has 
been presented here today, has impressed me with 
one thing, namely, that for 1,500 years we have 
attempted to study in detail the disease of the 
patient in a pathological sense and later in a very 
elaborate functional sense, and we have con- 


sistently overlooked the patient himself and what 
he was able to do. 


Naturally, this has all been 
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interesting and extremely instructive, and quite 
necessary to the present day method of deter- 
mining the patient’s renal capacity; but it is a 
little strange that after all these years we are 
only now beginning to utilize this data in a way 
that makes it available to every practitioner of 
medicine, as well as the most elaborately equipped 
hospitals. 


Going back to the years 300 and 400 A. D., 
when Aetius associated dropsy with the hardened 
kidney, and then jumping to the latter half of the 
eighteenth century, when Morgagni described 
clinical and anatomical cases of granular con- 
tracted kidney, and from then on until 1831, when 
the immortal Bright gave to medicine his clas- 
sical description of chronic renal disease (which, 
by the way, has been improved but little up to 
the present day), and on through the years to 
1841 with Henley’s classical description of the 
histology of the kidney, and about the same time 
Bowman’s great work appearing upon the finer 
structures of the kidney, and up to 1852, when 
Virchow published his celebrated article on pa- 
renchymatous inflammation, thus laying the 
corner stone for all future ideas on the subject, 
we can see that generally speaking these old ob- 
servers dealt largely with renal structure with 
only a hint here and there as to renal function. 

It must, however, be remembered that our pres- 
ent day knowledge and our present day work is 
the outgrowth of observations made many years 
ago as to the fluid and salt retention, low specific 
gravity of the urine, etc. 


What appeared to be, and was, a great step 
forward was the recent work of Christian and his 
co-workers on an experimental study of nephritis 
in animals. His contributions have done more 
probably to clarify the situation than any of the 
work that has gone before. He has attempted to 
determine the peculiarities of renal function upon 
a pathological basis. After the most careful study 
he concluded that there was no constant relation 
existing between the anatomical lesion and the 
renal function so far as the excretion of phenol- 
sulphonephthalein, albumin and casts in the urine, 
presence or absence of edema, blood pressure de- 
terminations, etc., were concerned. 


It seems to me that we must remember above 
everything else that the kidney is an eliminating 
organ, whose function is to remove waste pro- 
ducts from the body as well as to retain certain 
threshold substances. We still agree with Vir- 
chow that the pathology of nephritis consists of 
degenerative changes in the renal _ structure 
which are of a progressive nature. We also know 
now that this change is often accompanied by 
exudation and infiltration and followed by pro- 
liferation. It seems to me that any division of 
nephritis, except as to its chronic or acute charac- 
ter is not only confusing, but ill founded. The 
chronic type, if we choose, can be subdivided into 
those cases with edema and those cases without 
edema. No further division, in my opinion, is 
warranted because the various manifestations of 
the disease clinically and functionally cannot be 
closely correlated with any particular structural 
change. As to etiology, I believe that the subject 
can be disposed of in a very few words. All or 
most of the cases result from acute infections. 
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While there are many assigned causes of chronic 
nephritis, the only safe statement to be made at 
this time is that the cause of chronic nephritis 
has as yet not been discovered. If I were to ex- 
press my personal views as to the cause of chronic 
nephritis it would be much as follows: It is but 
natural that the kidney should show senile 
changes just as do the skin, bones, the heart and 
brain as time advances and old age creeps upon 
us. It is not reasonable to expect the kidneys and 
the heart and the vascular system of a man of 40 
to do as much as in the man of 20, nor is it rea- 
sonable to expect the kidneys, heart and the vas- 
cular system in a man of 60 to do as much as in 
a man of 40, and so on up to the age of 80. Na- 
ture wisely provides against abuse of most other 
organs. She has apparently so far, however, 
failed to find a way of changing the habits of indi- 
viduals which are acquired in early life, usually 
prior to the age of 20, and carried through to the 
termination of life as far as possible and even 
frequently increased. The man of 40 will attempt 
to do pactically the same things he does at 20, and 
in addition to this he has, in a majority of in- 
stances, taken on the additional burden of tobacco, 
increased mental work, shorter hours for sleep, 
lack of exercise, and until recently alcohol. This 
last statement does not apply to Kentucky, where 
the moon still shines constantly. The same may 
be said of the man of 60 with, if anything, in- 
creasing strain resulting from habits. Can we 
not find in this very fact the cause for a majority 
of the cases of chronic nephritis, simply the inev- 
itable result of the continuous burdening beyond 
normal capacity ? 

In the discussion of my paper at the Ashe- 
ville meeting Dr. Christian said that any test is 
not really worth while until it teaches us practi- 
cally how to get along without it. How true that 
statement is and how infrequently is it applied? 
While we have been studying kidney structure 
and elaborate functional tests, our nephritics have 
gone on dying by the thousands simply because 
the methods were available to a very limited few. 
It occurred to me, as it did to many others, to use 
the more elaborate tests embracing the various 
blood chemistry methods or various equations of 
renal function and other tests as a standard 
against which were checked simple and easily 
applied methods. In other words, I felt that if 
the majority of nephritics were to be benefited by 
this more elaborate work, that the tests must be 
simplified or made to serve as standards against 
which more easily applied methods could be 
checked. I stated also that these same more 
easily applied methods must be applicable in the 
home without the aid of a trained nurse, that they 
must not require any elaborate apparatus, that 
they should not require any great knowledge of 
chemistry, and that they must detect the earliest 
signs of kidney disease. 

Our experience up to that time and since has 
embraced several hundred cases. I think we can 
truthfully state that where we have asked the 
patient to bring in two-hour specimens of urine 
covering x period of at least two days, and better 
three or fuur, with the information obtained from 
the fixatic. of specific gravity, either at a high or 
low level with a comparison of the quantity of 
night urine with that of the day urine, and with 
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a determination of fluid intake with the total 
output, we have been able to obtain more infor- 
mation than we have from the more elaborate 
tests consisting of a determination of the nitro- 
jfenous products in the blood, careful chemical 
and microscopical urinalysis of the urine, ’phtha- 
lein excretion and the determination of the coeffi- 
tient of Ambard. 

All of these tests also have been conducted in 
the same individuals. I would personally much 
prefer having this data in connection with a 
known or suspicious case of nephritis than any 
other information. Fortunately this is informa- 
tion that can be obtained by any physician at any 
time and any place, and meets all of the require- 
ments for a simple and easily applied method of 
determining kidney function. It is, furthermore, 
an opportunity that is easily available to the man 
in general practice and it is one of the few in- 
stances in which the hospital and the elaborately 
equipped laboratories cannnot so well avail them- 
selves of one of the most valuable diagnostic and 
therapeutic measures that has ever been devised. 

Referring again to my own work in the past 
t'vo years, the following points I believe are sig- 
nificant: In those suspicious cases presenting 
themselves with a high blood pressure we have 
frequently found perfectly normal figures from 
our blood chemistry studies, normal ’phthalein 
output, normal variation in specific gravity of the 
urine, and a normal balance for salt and nitrogen. 
I do not believe it is quite fair to state in such 
cases that blood chemistry methods are not satis- 
factory, because in my opinion such cases indicate 
that the kidney is not primarily involved. It fur- 
thermore points out the fact that burdensome re- 
strictions as to diet, and I mean particularly from 
the standpoint of nephritis, are not warranted. 
From my own experience, therefore, high blood 
pressure does not always mean disturbed renal 
function, although we should bear in mind that 
such a disturbance is most likely to follow, and 
when it does it is a most dangerous combination. 
We have furthermore learned that the presence 
of albumin and casts in the urine is not incom- 
patible with a perfect state of health and that 
they even occur when no disturbance of function 
can be determined. 

In conclusion, I desire to say that I believe we 
are in a position at the present time to render a 
greater service to the public as far especially as 
nephritis is concerned than we have ever been 
before. If, especially above the age of 45, we 
look upon chronic headache, extreme nervousness, 
insomnia, nocturia, rheumatic pains without dem- 
onstrable pathology, and various cardiovascular 
symptoms as being possibly early manifestations 
of nephritis, and applying these simple methods 
that have been described, we shall not only be 
able to detect the early evidence of the disease, 
but by a readjustment of habits particularly we 
shall be able to prolong the lives of hundreds of 
individuals, 

Dr. C. C. Bass, New Orleans, La.—The etiology 
of nephritis is so obscure and so mysterious that 
I hesitate to venture any expression of opinion 
whatever on this feature of the disease. 

With regard to the elaborate classification 
which Dr. McElroy has so well given us, I must 
confess that in the absence of more knowledge 
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as to the etiology of nephritis, it seems to me 
that perhaps much of it will have to be revised 
with further advance in our knowledge of the 
subject. 

With regard to the diagnosis of nephritis, I 
wish to emphasize two ideas, one of which is that 
this disease we generally diagnose as nephritis, 
or those conditions we generally diagnose as ne- 
phritis, are the end development of a disease or 
condition that has existed for a long time. We 
are not able to recognize or definitely diagnose 
the disease until it has reached a comparatively 
advanced stage. 

The other idea is to emphasize, if I may, the 
value of the presence of albumin and casts in 
the urine in the diagnosis of nephritis. I do not 
wish to be misunderstood as believing the pres- 
ence of albumin and casts justifies the diagnosis 
of nephritis every time, but I wish to empha- 
size the fact that of all diagnostic measures we 
have, barring perhaps one other, there is nothing 
which is more indicative of the future probable 
development of nephritis than the presence of 
albumin and casts. 

A recent statistical bulletin sent out by the 
Metropolitan Life Insurance Company is very 
interesting in this connection. Of 2,000 men who 
were rejected during the period of 1905 to 1915 
on account of the presence of albumin in the 
urine, and followed up to the end of 1918, 37 of 
them had died of nephritis. Of a similar number 
who did not have albumin and were therefore not 
rejected, 5 had died of nephritis. There were ap- 
proximately eight times as many deaths from 
nephritis in the group who had albumin in the 
urine and were rejected for that cause than in 
the other group. 

In another group of 3,000, who were rejected 
because they had both albumin and casts, 109 had 
died of nephritis, whereas the expectancy of 
death from nephritis in a corresponding number 
of accepted applicants would have been about 7. 
About fifteen times as many deaths resulted from 
nephritis in the group who had albumin and casts 
in the urine as compared to those who had not. 
Therefore, I wish to emphasize the great impor- 
tance of albumin and casts in the urine in the 
diagnosis of nephritis. 

Dr. John R. Caulk, St. Louis, Mo.—I have lis- 
tened with a great deal of pleasure and profit to 
this symposium on nephritis, and I have been 
greatly impressed with Dr. Boyd’s discussion of 
our surgical attitude toward the nephritic. He 
has left me nothing to say except to endorse what 
he said on this phase of the subject. 

All of us surgeons, whether general or special, 
are keenly interested and deeply concerned in this 
important disease; and while the presence of al- 
bumin and casts in the urine does not contraindi- 
cate surgery, it is of sufficient significance, as Dr. 
Boyd has said, so far as the death rate in surgery 
is concerned, to warrant a complete investigation 
and thorough study, in order that we may appre- 
ciate renal capacity and be better able to under- 
stand and appreciate the renal safety zone. To 
my mind terms of kidney surgery are measured 
in terms of function rather than of anatomic 
change. I mean, if a kidney is functioning well, 
and the surgeon is functioning well, the latter 
may take great liberties with the former. Any 
depreciation in one or the other and the danger 
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zone is soon approximated. This phase of the 
subject needs no discussion from me. It is only 
understood by a thorough study of tests of reten- 
tion, tests of elimination and tests of fluctuation. 
When we have a thorough understanding of the 
chronic nephritic, if he is in good condition, there 
is seldom any great danger from surgical man- 
agement. On the other hand, the acute nephritic, 
who is not in good condition, is a surgical menace 
and should not be subjected to surgery except of 
the urgent type, never to the elective type, unless 
we try to do surgery for the correction of the 
cause of the nephritis. 

Dr. Boyd in his paper did not touch upon the 
surgical factors for the amelioration of nephritis. 
He did not discuss those factors because he did 
not have anything to offer. I do not believe any 

* us at tne present time is doing the Edebohl 
operation o. nephrotomy, as were tormerly done, 
in chronic aephritis. I do not believe we have 
given it enough attention in the acute cases ot 
nephritis wuich have not responded to well-di- 
rected medical measures, particularly cases with 
ocular cnanges, with persistent neuroretinitis. 

Dr. Ewing, of St. Louis, one of our important 
oculists, says that in cases of severe neuroreti- 
nitis due to nephritis, death almost invariably 
occurs within six months to a year and a half 
under the usual type of nephritic treatment, but 
he has seen a number of patients in whom the 
eye-ground changes were completely removed fol- 
lowing renal decapsulation. In one case which I 
did for him I saw most astounding and rapid 
readjustment. In such cases decapsuiation should 
be done, as it is the only chance for offering them 
any relief. 

He has cited patients to me that have lived for 
years in apparently good health after this opera- 
tion. With this in view, it may be that we should 
offer this type of surgery much more frequently 
than we have in order at least temporarily to 
relieve acute intrarenal pressure and tide the kid- 
neys over the weak spots. 

Dr. William H. Higgins, Richmond, Va.—There 
are only three points I want to emphasize in this 
discussion. The first one is the use of the ophthal- 
moscope. I know of no other instrument that is 
quite so valuable as the ophthalmoscope in the 
examination of these cases of nephritis. I think 
every surgeon and internist in the study of these 
cases, by using the ophthalmoscope, will observe 
certain changes in the eye grounds which are of 
extreme importance and interest. 

As to the cause of these changes, I think it 
was Dr. Cushing and Dr. Bordley who a few 
years ago pointed out by their interesting studies 
that any increase in the intracranial pressure, 
from any cause, would produce corresponding 
pressure changes in the eye grounds. Dr. Cush- 
ing showed that by injecting water intracranially 
in animals a definite edema of the optic discs could 
be produced, which varied in degree according to 
the rise in intracranial pressure. He further 
pointed out that in cases of nephritis it is not so 
much the toxic effect of the poisons that are held 
in the circulation as it is the cerebral edema or 
the increased pressure which brings about the 
retinal changes. I think the ophthalmoscope is 
an extremely valuable instrument in our study 
of these cases. 
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The second point I would like to bring out is 
relative to the use of salines. It is rather a popu- 
lar routine to order salines on surgical services in 

erative cases where certain complications arise. 
Tateewunetaty, routine orders of this kind are 
prone to be used regardless of a possible renal 
insufficiency, and, undoubtedly, have often reacted 
unfavorably in many of these cases. It is a well 
known fact that certain types of nephropathies do 
not handle sodium chlorid well. It seems to me 
that the substitution of glucose solutions and 
bicarbonate of soda would answer more satisfac- 
torily than the salines without adding further 
danger to the surgical risk. 

The third point is with reference to the use of 
the ’phthalein test. Emphasis has been laid upon 
the importance of the ’phthalein output by several 
of the essayists. In the majority of cases of 
nephritics, ’phthalein is an excellent index to the 
functional ability of the kidney, yet Pepper sev- 
eral years ago showed that in many instances 
there is a hyperpermeability of the kidney to the 
’phthalein dye, and that we cannot rely absolutely 
upon ’phthalein for the functional ability of the 
kidney. In addition to the study of the blood 
chemistry, it has been shown that the sodium 
chlorid test, in a certain number of cases, has.a 
very definite place in the estimation of renal func- 
tion. I have in mind two or three cases of severe 
nephritis where the ’phthalein output remained 
high, and yet the salt output was practically nil. 
I feel that the frequent use of the salt test, espe- 
cially where the blood chemistry cannot be car- 
ried out, is of distinct advantage in studying the 
functional ability of these cases. 

Lastly, I want to add a statement in the treat- 
ment of the usual type of chronic nephritis. It 
seems to me that if we can persuade our patients 
to take rest cures at certain seasons of the year, 
at least twice a year, go to bed on a simple diet, 
oftentimes a milk diet, and keep at rest—it sounds 
plausible in view of the pathology at hand— 
having the whole body as far as possible at rest, 
we can conserve the kidney which has borne the 
strain, and I feel in so doing we can add a great 
deal to the health and comfort of these patients. 

Dr. Stewart R. Roberts. Atlanta, Ga—We need 
a simplicity of analysis of the evidence in a case 
of suspected nephritis and then simplicity of 
service in treatment. Too often a patient’s over- 
eating or bad living or chronic infections have 
terminated in an advanced nephritis before he 
even suspected disease. The diagnosis here is 
easy, the treatment palliative. The main problem 
is whether the patient has a nephritis or not; 
whether it be acute or chronic is usually easy. 
Too much classification beclouds over diagnosis 
and obscures therapy. Dr. McElroy accents classi- 
fication more from the viewpoint of pathology. 
Christian’s statement is well for us to remember: 
“The pathologist thinks and speaks one language. 
that of morbid anatomy; the clinician thinks and 
speaks another language, that of symptoms and 
diagnosis.” 

Dr. W. J. Mavo refers to “wet” and “dry” ne- 
phritis. In the East we have a hypertensive and 
glomerulo-nephritis. I am clinically unable to go 
into the ultimate pathological classifications in 
any given case. Besides, it is unnecessary. We 
may have spent too much time in medicine in 
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studying morbid anatomy without relating it to 
functions and sypmtoms. 

The kidney is the only organ in the body for 
which we have an accurate test of function. After 
all, Dr. Bass’ reference to the wisdom of remem- 
bering albumin and casts is good. We may come 
to analysis of nephritis to twelve-hour day and 
night specimens, the ’phthalein test, the blood 
pressure, the position of the apex beat and the 
condition of the arteries by palpation and ophthal- 
moscope. The chemistry of the blood is rather a 
prognostic aid. 

Dr. Witt well calls attention to the personality 
of the physician in the treatment of nephritis. A 
dangerous, painless disease, whose easy palliation 
is correct daily living, requires authority and 
power on the part of the physician to hold the 
frail flesh to the straight road of correct treat- 
ment. Self-control is of therapeutic necessity in 
the treatment of the disease—control of the diet. 
control of the habits, control of the mind. If 
there are foci of infection they should be removed. 
Plain talking, plain honesty, plain treatment, plain 
diet, plain living and a nephritic in the early 
stages may live long and comfortably. It is not 
the years, but the work that counts with the renal 
tissue. 


Dr. McElroy (closing).—Incomplete knowledge 
of a subiect is apt to breed skepticism, especially 
if that which is known relative to it is not appre- 
ciated. We do not know fully the causes of hyper- 
tension, edema, eclamptic uremia. eclamptic 
equivalents nor true uremia, yet we believe it is 
an established fact that hypertension is associated 
with diffuse glomerular and vascular lesions in 
the kidney: that edema is associated with hyaline 
droplet and fatty degeneration of the epithelium 
of the proximal convoluted tubules; that eclamptic 
uremia is associated with edema of the brain; 
that eclamptic equivalents are associated with 
vascular crises on an arterio-sclerosis base: that 
true uremia is associated with the retension in the 
blood of the end-products of nitrogenous metabol- 
ism. This knowledge. I think. furnishes us enough 
data upon which to construct a classification 
which will improve the diagnosis, prognosis and 
treatment of nephropathies. and offer some hope 
of correlating the clinical diagnosis with the find- 
ings in the kidney at autopsy. 

Dr. Pfingst (closing).—I wish to reimpress one 
point in regard to the significance of retinal in- 
volvement in chronic nephritis. When there is a 
doubt in endeavoring to make an early diagnosis 
of nephritis. the oculist is frequently asked to 
make an ophthalmoscopic examination. It has 
been my experience that the return of a negative 
report frequently disappoints the internist. It 
should be borne in mind that but one case in every 
three cases of nephritis is associated with retinal 
involvement. Hence I make the point that too 
much importance should not be attached to nega- 
tive ophthalmoscopic findings in nephritis. 

Dr. DeBuys (closing).—In the question of diag- 
nosis I mentioned lordotic or vostural albuminu- 
ria. I would like to refer to the finding of albu- 
min in the urine of one of these little patients. 

Just last week I was asked to see one of my 
patients whom I had been watching since birth. 
On many occasions I have made urinary examina- 
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tions, and they have always been negative. Last 
week the mother noticed the child had one pupil 
larger than the other and she sent me a sample 
of urine for examination. It contain 2 per cent of 
albumin. The pupilary condition was found to be 
insignificant and transient. The sample of urine 
in which the albumin was found was collected 
after play and not at the time that specimens in 
the past were usually collected. After putting the 
child through a thorough examination, including a 
blood examination, blood Wassermann, ’phthalein 
test and the two-hour test, I arrived at no conclu- 
sion, as everything was negative. The ’phthalein 
test was 83 per cent, and the two-hour test showed 
a variation from 1005 to 1020 in specific gravity. 
I mentioned this case because it is the most 
marked case of this type I have ever seen. 


The patient was made to void her urine before 
she was placed in the lordotic position, in which 
position she was kept for five minutes kneeling 
down, then for five minutes with a pillow under 
her back in her bed, after which she voided her 
urine again. She was permitted to rest after 
this and another sample of urine collected later. 
The urine voided before the patient was placed 
in the lordotic position contained no albumin. 
The sample voided immediately after being in 
the lordotic position contained 20 per cent albu- 
min, and the urine collected after rest was again 
negative for albumin. It should be stated here 
that the patient was not given any fluids to drink 
during this test, which probably accounts for the 
high per cent of albumin found in the urine. 
This case is an interesting one first because no 
albumin had ever been found in her urine before, 
due in all probability to the hour at which it 
had been sdbasied. and also because of the large 
per cent of albumin in the urine which is ex- 
tremely rare in these cases. The albumin in these 
cases has been shown to be euglobulin. 


Dr. Witt (closing).—A word in reference to 
the prognosis. Over twenty years ago I had a 
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medical friend in his college days with persistent 
albumin in his urine. A little later, and until 
his death, he had rather high blood pressure— 
180 to 190—with albumin casts in his urine. He 
died two years ago of pneumonia. This case 
gives us definite evidence that nephritis is com- 
patible with many useful years. He practiced 
medicine and finally died of pneumonia during an 
epidemic of influenza. I am not convinced that 
the nephritis contributed anything to his death. 


Another case I wish to speak of is a boy nine- 
teen years of age who was sent to me six or 
seven years ago with a diagnosis of nephritis. 
He had very marked retinal chances and a blood 
pressure of 180. The ’phthalein test was not 
made. He had albumin and casts in considerable 
quantities. He had bad teeth. I passed him up 
and told his people to take the boy home, as I 
did not feel it would do any good to treat the 
different foci of infection, as the treatment would 
not relieve him. I thoucht in the presence of the 
eye changes that the patient did not have much 
longer to live and felt that it would be a useless 
expense to undertake to treat him. He consulted 
another physician, who had all of his teeth taken 
out, after which the boy improved markedly. 
Even the eye changes cleared up very much and 
he lived for four or five years and may be living 
yet. This case was a wholesome lesson to me in 
making a hopeless diagnosis on the finding of 
certain changes. Both cases suggest the futility 
of venturing a prognosis in the absence of uremic 
symptoms or a careful blood and elimination test. 

The idea of acute infectious diseases causing 
nephritis has not to my mind gotten very far 
except in the case of scarlet fever. We have not 
been disposed to regard febrile albuminuria seri- 
ously. Whether we are right in that remains to 
be seen. We do not keep up with these cases. If 
we did it might show that typhoid fever or pnue- 
monia may be forerunners of chronic nephritis, 
although I do not think they are, but it is an 
open question that ought to be studied more. 
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A CONSIDERATION OF THE CLIN- 
ICAL FEATURES OF EPIDEMIC 
ENCEPHALITIS* 


By LEwis M. GAINES, M.D., 
Atlanta, Ga. 


During the year 1917, there appeared 
in Vienna an unusual disease which pro- 
foundly affected the nervous system. On 
account of the fact that it tended to as- 
sume an epidemic form, that somnolence 
was a marked characteristic, and that 
pathologically it was based upon an acute 
encephalitis, Economo,'! who first de- 
scribed the present outbreak, devised the 
term, “encephalitis lethargica.”” The dis- 
ease was soon dubbed by the lay press 
“sleeping sickness.” Kinnier Wilson? has 
criticised Economo’s designation, pointing 
out that the term is inaccurate since it is 
the patient who is lethargic and not the 
encephalitis. It is now generally accepted 
that the disease is better designated epi- 
demic encephalitis. 

In 1918, the disease appeared in France 
and England, one hundred and sixty-four 
cases being reported in Great Britain dur- 
ing the first four months of that year. In 
the fall of 1918, the disease appeared in 
the United States, first along the Atlantic 
seaboard. In the spring of 1919 cases 
were observed in the middle west and by 
October, 1919, it appeared on the Pacific 
Coast. During the year 1920 the disease 
appears to have been distributed through- 
out the entire United States, as well as 
throughout the civilized world. At the 
present time, apparently, fewer cases are 
developing, but sequellae are furnishing 
interesting material for neurological study. 

CLINICAL FEATURES MOST CONSTANTLY 

PRESENT 


Bassoe,? from his studies of the histo- 
pathology, concludes that the pathologic 
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changes in epidemic encephalitis involve 
the entire central nervous system, and are 
both parenchymatous and interstitial, the 
former involving principally the cortex; 
the latter, the peduncles, the internal cap- 
sule, lower pons, bulb and cord. In the 
basal ganglia and midbrain both paren- 
chymatous and interstitial changes are 
pronounced. From the widespread and 
varying areas affected, a multiplicity of 
clinical symptoms is inevitable. However, 
there appear to be certain more or less 
characteristic or constant symptoms as 
well as a large number of localizing symp- 
toms. One might draw an analogy be- 
tween this disease and brain tumor where 
there are general signs and localizing 
signs. 

From a study of a large number of case 
reports which have accumulated in litera- 
ture, the following symptoms might be 
designated as general: 

1. A state of somnolence or lethargy. 

2. Marked asthenia. 

3. Fever of irregular type. 

4. Cranial nerve palsies. 

The degree of lethargy varies from a 
condition approaching coma to a slight 
dulling of alertness. In typical cases the 
patient lies in bed with closed eyes and a 
mask-like expression, taking no apparent 
interest in his surroundings. He can be 
aroused and will answer questions cor- 
rectly, but immediately falls back into ap- 
parent sleep. Often there are periods of 
restlessness, especially at night. 

Asthenia is present to a marked degree 
in a large proportion of the cases. In 
some it is so profound that the patient is 
perfectly helpless. In the majority there 
is a general muscular weakness without 
paralysis. 

Fever is probably present at some time 
in all cases. When the onset is sudden 
it may be quite high (104 to 105°). In the 
majority of cases the temperature ranges 
from 99 to 102°. It may be present for 
only a few days or it may persist for a 





382 





number of weeks. It is irregular in type 
and usually remittent rather than inter- 
mittent. 

Cranial nerve palsies appear in such a 
large percentage of the cases as to justify 
us in including them under the head of 
general symptoms. The third and sixth 
nerves are particularly liable. Diplopia is 
present in probably one-third of the cases 
at some time during the illness and very 
frequently is one of the first symptoms. 
Ptosis and strabismus are frequent. Ptosis 
is unilateral or bilateral. According to 
Lapersonne,’ the incidence of ocular 
symptoms in cases of epidemic encepha- 
litis is greater than 75 per cent. The fac- 
ial nerve is not infrequently affected. In 
one hundred cases reported by Alexander 
and Allen,‘ thirty-one exhibited unilateral 
or bilateral involvement of this nerve. 
Paralysis of the tongue, lips and muscles 
of deglutition suggesting the bulbar syn- 
drome are frequent. In this connection 
paralysis of the cardiac and respiratory 
centers may ensue, causing sudden death. 
These cranial nerve palsies are sometimes 
transitory, sometimes persistent, and not 
infrequently there is a tendency to recur- 
rence after improvement. 


LOCALIZING AND MISCELLANEOUS 
SYMPTOMS 


Apart from the general symptoms just 
enumerated, there are a host of symp- 
toms which are not constant. Of these 
some have definite localizing value, while 
others must still be termed miscellaneous. 
The variety of these symptoms has led 
Tilney and Howe’ to attempt a classifica- 
tion of their twentv cases, which were 
studied intensively, into as many as four- 
teen types. Although the creation of such 
a multiplicity of tynes is unfortunate. an 
enumeration of their classification might 
be mentioned in order to show the extra- 
ordinary variability of forms which this 
disease assumes. Their list is as follows: 


1. The Lethargic Type. 

2. The Catalentic Tvpe. 

3. The Hemiplegic Type. 

4. The Paralysis Agitans Type. 
5. The Polioencephalitic Type. 
6. The Choreiform Type. 

7. The Myoclonic Type. 

8. The Multiform Type. 
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Other less common forms are: 

9. The Meningitic Type. 

10. The Acute Anterior Poliomyelitic 
Type. 

11. The Epilepto-maniacal Type. 

12. The Acute Psychotic Type. 

13. The Sympathetic System Type. 

14. The Abortive Type. 

This list is quoted here merely to show 
extreme clinical variability. Time _per- 
mits a consideration of only certain symp- 
toms exemplifying these types, especially 
those encountered in my own experience. 

1. Choreiform Movements.—Two cases 
of this type have been encountered by me. 
The movements in one case were of extra- 
ordinary violence and lasted with no abate- 
ment for four days. The patient was 
thoroughly exhausted. An interesting ob- 
servation in this case was that later, after 
the choreiform movements ceased, the face 
assumed a typical Parkinsonian appear- 
ance and even now, more than six months 
after recovery, the gait and expression is 
quite suggestive of Parkinson’s disease. 

2. Delirium.—Delirium is frequently 
present, and may be violent or low and 
muttering in character. 

3. Mental Types.—Aside from delirium 
a variety of mental symptoms are fre- 
quent, particularly in the mild cases. Wal- 
ter Timme, of New York, has related to 
me a case presenting all the ear marks 
of paresis, which had persisted for many 
months, and which proved to be a case 
of epidemic encephalitis. Other cases, in- 
cluding one of my own, closely resembled 
dementia precox. Maniacal types have 
been described. 

4, Tremors.—Tremors are of quite fre- 
quent occurrence. In the majority of 
cases they are coarse and jerking. Of 
special interest is the rhythmic convul- 
sive twitching of the muscles of the ab- 
domen in the neighborhood of the eighth 
and ninth ribs as described by Thomas F. 
Reilly and confirmed by Peter Bassoe. 
This type has been described by others as 
the myoclonic type. I have not observed 
this type of tremor, but others have en- 
countered it so frequently as to describe it 
as a sign of diagnostic value. 

5. Rigidity of the muscles in various 
parts of the body. particularly in the limbs 
and neck, is usually present. This rigidity 
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is of the lead pipe variety and should not 
be confused with the rigidity observed in 
meningitis. 

6. Speech Disturbances.—Many cases 
show a variable degree of dysarthria, 
which doubtless indicates bulbar involve- 
ment. The words are indistinctly uttered 
and the speech is monotonous. Even dis- 
tinctly enunciated sentences are spoken in 
a slow and halting fashion. 

7. Changes in the General State.—-The 
patients look sick in the majority of cases. 
Many of them show a curious immobility 
of countenance and a marked lack of emo- 
tional response. There is often an indif- 
ference to surroundings which is striking. 
This observation applies to fully developed 
cases. At the onset of the disease this 
type of facies may not be present. 

8. Reflexes.—There appears to be no 
uniformity in the reflex responses. In 
many cases they are normal, in some ex- 
aggerated, and in some diminished or ab- 
sent. Babinski’s reflex is occasionally 
present, but may later be absent in the 
same patient. 

TYPES OF SEVERITY AND MODES OF ONSET 


Following the suggestion of Hunt,* 
three types of encephalitis may be recog- 
nized: cases with gradual onset, cases 
with sudden onset, and mild cases. 

In the first group the disease is ushered 
in by such general symptoms as malaise, 
headaches and somnolence. After one or 
two weeks, cranial nerve palsies fre 
quently appear. Often there are _peri- 
pheral nerve disturbances, especially radi- 
culitis, giving rise to severe pains in vari- 
ous parts of the body. Insomnia is often 
a marked feature. but may later give way 
to characteristic lethargy. Fever is usu- 
ally present, but slight, and may last only 
a few days or a week. 

In the second group the onset is similar 
to that of an acute infection. There is 
frequently nausea, vomiting and high fe- 
ver. Delirium, and occasionally convul- 
sions, appear. Very soon there is paraly- 
sis, especially of the cranial nerves. Later 
there is lethargy, or even coma. The 
sphincters are often involved. These cases 
are freauently fatal. 

The third group includes the mild cases, 
which often present diagnostic puzzles. 


There is listlessness, mental inertia, and 
a general feeling of weakness often asso- 
ciated with some cranial nerve paralysis, 
especially of the oculomotor group. These 
cases are essentially chronic and ambu: 
latory. 

LABORATORY FINDINGS 

‘Laboratories have been of compara- 
tively little help in this disease. The ma- 
jority of cases show a very slight leuco- 
cytosis (10,000). The urine presents 
nothing characteristic. Blood cultures 
have been uniformly negative. Of more 
interest are the spinal fluid findings. A 
large proportion of the cases show a 
slight increase in the cell count (10 to 30 
per cu. mm.). A few have shown a de- 
cided increase (30 to 100), a few a large 
increase (over 100). In many cases the 
cell count has been normal. The reports 
of different observers on the spinal fluid 
have shown little uniformity. Tilney and 
Howe’ conclude that the greater propor- 
tion of cases present a normal spinal fluid, 
while others (Alexander and Allen‘) re- 
port an increase in lymphocytes in the 
spinal fluid in the majority of cases. Ap- 
parently an increased cell count is con- 
firmatory in diagnosis. The globulin con- 
tent is frequently slightly increased. In 
severe cases it is quite common to find a 
considerable increase in pressure of the 
spinal fluid. 

DIFFERENTIAL DIAGNOSIS 

Without attempt to detail the differen- 
tiation, the following diseases have been 
confused with epidemic encephalitis: 
brain tumor, brain abscess, meningitis 
(epidemic and tuberculous), neuro-syphi- 
lis, multiple sclerosis, hysteria, ptomaine 
poisoning, paresis and various psychoses. 

THERAPEUTIC SUGGESTIONS 

No specific remedy has been found. 
The treatment is as yet empirical and 
symptomatic. 

Thorough elimination is important. 
The bowels and kidneys should be kept 
active. High colonic irrigation with nor- 
mal salt solution daily or every other day 
is of value. An abundance of water by 
mouth is important. 

Frequent feeding with liquids in the 
acute stage is advisable. Great care should 
be observed in cases where there is diffi- 
culty in swallowing, as strangling may 
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lead to serious consequences. After the 
acute stage, full feeding should be begun. 

Urotropin, 714 to 10 grains three times 
a day, appears to have received the sanc- 
tion of custom. Its value is purely theo- 
retical. 

Restlessness is often a marked symp- 
tom. Hot or cold packs are often of value. 
Adalin, 5 to 10 grains two or three times 
a day, is of distinct value. This drug is 
also an excellent remedy in many cases 
for insomnia, which is so often present at 
some stage during the disease. 

Where delirium is active or violent, in 
addition to hydro-therapy, paraldehyde in 
2- to 4-dram doses has a good effect. Oc- 
casionally hyoscin is demanded. 

It has been the observation of many that 
drainage of the spina] fluid is a valuable 
procedure. I have felt sure that it has 
been of benefit in three or four of my 
cases. From 20 to 40 c. c. of spinal fluid 
may be removed every three to five days. 
Frequently the patients become quiet and 
the general condition improves. A pre- 
liminary intravenous injection of arsphen- 
amin or neoarsphenamin may be tried. 
This is a purely empirical procedure which 
apparently has been of benefit in some 
cases. 

Stimulation may become necessary, due 
to the exhaustion of prolonged pyrexia, 
and to toxemia. 

When convalescence is reached the pa- 
tient should not be permitted to get up too 
soon. Every attempt should be made to 
overcome the resulting asthenia and a 
partial rest-cure plan should be carried out. 


ABSTRACT OF CASES 


Case 1.—A bookkeeper, 25 years of age, on 
February 2, 1920, complained of pain in the oc- 
cipital region, slight frontal headache, and a feel- 
ing of weakness in the eyes. There was also 
pain and soreness in the region of the ear. These 
symptoms persisted for five days, but the patient 
continued to go about. On February 7, the head- 
ache was exaggerated and he became mentally 
confused. There was no diplopia, but some dim- 
ness of vision was present. A few days later 
severe insomnia and marked delirium occurred. 
When seen on February 12, the patient was sit- 
ting in a chair, talking incoherently. He com- 
plained of severe pain in the right chest, right 
arm, and in the frontal and occ#pital region of 
the head. The pain was so severe as to require 
morphin. During the third week of the disease 
he developed a right-sided facial paralysis. Dur- 
ing this time the pulse varied from 100 to 110 
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and there was irregular slight fever. About the 
thirtieth day the pain began to diminish and the 
patient gradually improved. By May 1 he was 
able to perform a part of his work, but still suf- 
fered from weakness and slight pain at times. 
He also remained depressed and complained of 
dimness of vision. Complete recovery did not 
take place until the middle of the summer. Un- 
fortunately no spinal fluid was obtained. 

Case 2.—A young married woman, 20 years of 
age, was seen on March 22, 1920. She had been 
brought to the hospital in delirium. She had 
been sick for several weeks, complaining of ab- 
dominal pain. Her physician had diagnosed ap- 
pendicitis and advised operation. On admission 
she was in a semi-comatose state, breathing ster- 
torously. Her tongue was heavily coated and 
the breath exceedingly foul. There was an ex- 
tensive peripheral neuritis, the patient crying 
out with pain when her limbs were moved. The 
neck was stiff, but Kernig’s sign was absent. 
There were no cranial nerve palsies. For several 
weeks she remained lethargic with periods of 
active delirium. The pulse varied from 110 to 
140, the temperature from 99 to 102°. The spinal 
fluid, on admission, contained 14 lymphocytes per 
cu. mm. and slight increase in globulins. On 
March 30 there were 51 cells per cu. mm. The 
Wassermann reaction was constantly negative. 
She gradually improved and was discharged from 
the hospital convalescent on April 20. The pa- 
tient remained markedly asthenic for a number 
of weeks after discharge, but at the present time 
(November, 1920), has apparently fully recov- 
ered. 

Case 3.—A boy, 18 years of age, was seen April 
5, 1920. On April 1 he was seized with severe 
pain in the right eye and right side of head. A 
few hours later nausea and vomiting occurred. 
The next day there was numbness and weakness 
of the left arm and left-sided facial paralysis 
developed. On the night of the second day a 
series of general convulsions began. These con- 
tinued at frequent intervals until the sixth day. 
Altogether, there were from twelve to twenty 
convulsions, some general, others confined to the 
facial muscles. During intervals between con- 
vulsions the patient was profoundly lethargic. 
When seen on April 6 he was in the midst of a 
general convulsion, which lasted thirty minutes. 
The pulse was 160, the patient deeply unconscious 
and sweating profusely. Babinski’s sign was 
absent, the knee jerks present, Kernig’s sign 
present. There was no stiffness of the neck. 
The spinal fluid contained 15 lymphocytes per 
cu. mm. The Wassermann reaction was nega- 
tive. 

Despite this stormy onset, by April 9 the pa- 
tient had almost completely cleared. He seemed 
normal mentally, responded readily to questions 
and executed commands promptly. There was 
slight weakness of the left side of the face. He 
was able to leave the hospital by April 15. The 
patient returned for observation on May 4. He 
stated that he felt perfectly well except for oc- 
casional attacks of sharp pain in the right thigh 
and left hip. At this time physical examination 
showed no abnormality, except slight weakness 
of the facial muscles. < 


Case 4.—A young woman, 23 years of age, was 
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first seen on March 7, 1920. After returning 
from a wedding on the night of March 3, the 
patient was unable to sleep and was found to 
have a temperature of 99.4°. The next day cho- 
reiform movements appeared. On March 5 she 
complained of severe pain in the piety and 
frontal region and just anterior to the left ear. 
Mentality was normal, but there was incessant 
talking. The choreiform movements continued 
in a violent fashion until the night of March 7, 
when they were controlled. By this time the pa- 
tient was completely exhausted. The tempera- 
ture ranged from 100 to 103.8°, the pulse from 
110 to 1380. There was marked diplopia during 
the first ten days of illness. The eye grounds 
were normal. On March 8 there were 17,000 
leucocytes per cu. mm., of which 87 per cent were 
polymorphonuclears. Shortly after the cessation 
of the choreiform movements on March 7, leth- 
argy with double ptosis developed. A few days 
later dysphagia and dysarthria appeared and 
continued for many weeks. There also developed 
a typical Parkinsonian mask. On March 8 the 
spinal fluid contained 15 lymphocytes per cu. 
mm. with a slight increase in globulins. Wasser- 
mann reaction was negative. 

On May 4 the patient was still bed ridden, ex- 
hibiting facial immobility, monotonous speech and 
dysphagia. By June 1, she was able to be re- 
moved to her home. She had recovered suffici- 
ently to sit up several hours a day and take a 
few steps. At the present time (November 1920), 
the patient is to a degree incapacitated. There 
is still weakness of the muscles of the tongue 
and throat, making the act of swallowing quite 
difficult and causing a tendency to drooling of 
saliva. The face still shows an immobility quite 
suggestive of Parkinson’s disease. The gait is 
also strongly suggestive of festination. Aside 
from these sequellae the patient’s general con- 
dition is good, although she is depressed over 
her condition. 


Case 5.—A pharmacist, 31 years of age, be- 
came mentally depressed in November, 1919, and 
threatened to commit suicide. Later he gradually 
became mentally confused and slept poorly. 
When seen on December 13, 1919, he answered 
questions very slowly but correctly, appeared de- 
— and unable to fix his attention for any 

ength of time. The physical examination was 
practically negative except for a curious lead 
pipe type of muscular rigidity. The spinal, fluid 
contained 29 lymphocytes per cu. mm. and there 
was a moderate increase in globulins. The Was- 
sermann reaction was negative. During the four 
weeks that he was under observation he remained 
in practically the same condition, the two out- 
standing features being persistent mutism and 
general muscular rigidity. He was moved to his 
home unimproved and further history has been 
unobtainable. 


Case 6.—A farmer, 46 years of age, was seen 
April 6, 1920, at Norcross, Ga. The onset of 
the disease was sudden, with restlessness and di- 
lirium, accompanied by mild choreiform move- 
ments. A few days later diplopia and persistent 
insomnia developed. When seen by me, the pa- 
tient was in bed exhibiting typical mild chorei- 
form movements, mentally confused and mildly 
delirious. It was impossible to obtain spinal 
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fluid in this case. Temperature varied from 99 
to 100°. One month later the patient had recov- 
ered sufficiently to be up, but there was persistent 
asthenia. In October, 1920, his physician re- 
ported that he had largely "recovered but still 
showed general weakness. 


CONCLUSIONS 


Epidemic encephalitis is a new disease 
profoundly affecting the nervous system. 
It has been prevalent in all parts of the 
United States for at least two years, oc- 
curring both in urban and rural commu- 
nities, affecting both sexes and all ages. 
The disease is probably a general infec- 
tion with its principal localization in the 
central nervous system, and most fre- 
quently in the periaqueductal region of 
the midbrain. However, no part of the 
nervous system appears immune. On ac- 
count of the variety of localization, the 
symptoms are unusually varied and com- 
plex, but certain general symptoms are 
comparatively constant. 


Epidemic encephalitis should be sus- 
pected if two or more of the general 
symptoms of the disease are present. 
These symptoms are a state of somnolence 
or lethargy, marked asthenia, fever of ir- 
regular type and cranial nerve palsies. If, 
in addition, the spinal fluid shows a lvm- 
phocytosis with an increase of globulins 
this may be regarded as confirmatory evi- 
dence. In many atypical cases the diag- 
nosis is difficult and may be only a sur- 
mise. 


Treatment is empirical and symptom- 
atic. Spinal drainage has appeared of 
distinct value. Arsphenamin has appeared 
to benefit some cases in the absence of any 
indication of syphilis. 


The mortality of the disease has shown 
wide variation in the reports of different 
observers. There were no deaths in the 
six cases herewith reported. Hall® had no 
deaths among his sixteen cases. Abra- 
hamson’® reports a mortality of 10 per 
cent, while others'! report a mortality rate 
of 40 per cent or higher. Mix’? concludes 
that the cases which have occurred in the 
United States have. on the whole, ap- 
peared to be milder than those which have 
occurred abroad. Among recovered cases 
a certain proportion are left with residual 


defects. 
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DISCUSSION 

Dr. W. G. Somerville, Memphis, Tenn.—This 
disease has such a variable clinical picture that 
the diagnosis may present many difficulties. On 
the one hand, unless one is on the lookout for it, 
it may be diagnosed as brain tumor or abscess 
of the brain, or hysteria, cerebrospinal syphilis 
or meningitis. On the other hand, if one is too 
enthusiastic or too intent upon finding cases of 
encephalitis, he may err by diagnosing tumor of 
the brain, abscess of the brain, and even psychoses 
and meningitis as encephalitis. 

My experience is confined to about 20 or 
cases which were seen during the past eighteen 
months. In nearly all of these the first symp- 
tom to make its appearance was diplopia. I con- 
sider this point a very important one in arriving 
at a diagnosis. A composite picture of the ma- 
jority of cases presents the following symptoms 
in the order of their. occurrence: diplopia; head- 
ache for a brief period of time, usually for one 
or a few days; sometimes rigidity of the neck; 
irregular fever ranging from 99.5 to 101.2°, and 
marked physical and mental weakness. During 
the early stage there is usualy insomnia for a 
few days which sometimes continues throughout 
the disease; consequently the name which was 
originally applied to this disease — encephalitis 
lethargica—is not appropriate but rather mis- 
leading because all cases do not have somnolence. 
But the majority of cases become drowsy early 
or after a few days, sleeping frequently eighteen 
or twenty hours out of twenty-four. They can, 
as a rule, be readily aroused, but lapse again into 
sleep when not disturbed. Along with these 
symptoms there develop cranial nerve palsies, 
chiefly bilateral weakness of the facial muscles 
and drooping of the eyelids. These two symp- 
toms, the bilateral facial weakness, giving a 
mask-like expression, the drooping of the eyelids, 
are very characteristic. These patients will ap- 
pear sleepy when they are not on account of the 
closed eyelids. Nearly all, if not all, cases show 
varying degrees of external ocular paralysis, and 
one case was remarkable from the fact that the 
chief symptoms were almost complete ophthal- 
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moplegia, with ataxia and absence of the knee 
and ankle jerks, but there was no dizziness. He 
went to bed only for a few days when he was 
advised to do so. The symptoms disappeared in 
six weeks. 

I have had four cases of the delirious type 
showing mental excitement, disorientation and 
marked insomnia. Three of these after thrze or 
four weeks showed some tendency to somnolence. 
Tremor is present in varying degrees in nearly 
all cases, but what we considered rather charac- 
teristic sign was an occasional twitching of cer- 
tain muscles or groups of muscles, and this was 
noticed chiefly in the shoulder. As Dr. Gaines 
pointed out, there is also twitching of the ab- 
dominal muscles. Two of the three fatal cases 
developed bulbar paralysis. Very few cases ever 
complain of pain after the disease is thoroughly 
established. Two unusual symptoms noted were 
intense pain extending from the right lumbar to 
the iliac region due te involvement of the spinal 
roots, and also marked acceleration of respiration, 
which was 80 per minute. Although this patient 
was drowsy and slept a great deal, the rapid 
respiration continued as long as she was under 
my observation, which was only two or three days. 

Dr. Beverley R. Tucker, Richmond, Va.—This 
disease in my experience has been confined to 
about 90 cases, some of them seen in consultation. 
Among them there were eight or nine deaths, 
and we had three very thorough autopsies. 

One of the most remarkable things about the 
disease is that at first we thought the patients 
were somnolent and sleepy. I am _ thoroughly 
convinced most of them do not sleep and suffer 
from insomnia. I agree, therefore, with the pre- 
vious speakers that we should not use the word 
somnolence in connection with these cases. I 
thought possibly, from the fact that the pituitary 
gland was involved in all of these autopsy cases, 
the drowsiness was due to pituitary involve- 
ment. I have given up that idea. I think one 
thing that confuses us at times is that the pa- 
tient has slight double ptosis and appears asleep 
and when he is aroused the palpebral muscles 
act, the eye becomes widely opened, and the con- 
trast is striking. 

I was very glad to hear Dr. Gaines recommend 
lumbar puncture in these cases. That has been 
my chief therapeutic measure with one excep- 
tion, of which I shall speak in a minute. I think 
all of the severe cases should be punctured. In 
the more recent cases we have withdrawn about 
50 c. c. of blood from the veins in the arm, cen- 
trifuged this, inactivated the serum and injected 
into the spinal space 15 to 18 c. c. of this serum. 
I do not think that it has any bactericidal effect, 
but the introduction of the protein certainly 
seems to limit the progress of this disease in thé 
acute stage. We have done this in three: cases, 
each one of which was promptly and very mark- 
edly benefited. 

I have seen cases that were lethargic and un- 
able to do anything for themselves get up and 
sit in a chair the next day after a spinal punc- 
ture with moderate drainage and the introduc- 
tion of this auto-serum. Otherwise, therapeutic- 
ally, I have depended on iodids, sedatives, hydro- 
therapy and massage. 

As to spinal puncture, I think the reason we 
get benefit from it is that practically always the 
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ventricles are found dilated on autopsy. We 
found them dilated in our three autopsies, the 
jateral ventricles in one, and the third in two. 
In the two in which the third venticle was dilated 
the lateral ventricles were also slightly dilated. 
Some of the other symptoms may also be les- 
sened if we do more frequent lumbar puncture. 


Dr. Douglas VanderHoof, Richmond, Va.—Just 
one or two points as to the differential diagnosis 
in cases of suspected epidemic encephalitis. 
There are two acute conditions which must be 
promptly differentiated. Attention has been 
drawn especially to the confusion which may 
arise in cases of encephalitis with an acute on- 
set. I refer particularly to instances of botu- 
lism, cases of poisoning after eating canned veg- 
etables—string beans, olives, etc. In cases of 
botulism the onset is acute. There are eye dis- 
turbances, paralysis of the muscles of degluti- 
tion, etc., and the differential diagnosis is ex- 
tremely important. 

The second ‘condition is one that arose in a 
patient whom I saw in consultation and concern- 
ing whom there was the possibility of wood alco- 
hol poisoning. That again has to be considered 
in the differential diagnosis. 

The third condition is the one Dr. Gaines men- 
tioned, and that is paresis. Early in 1919 I saw 
two patients who turned out to be instances of 
encephalitis. The first patient had an onset 
three weeks before and presented symptoms ap- 
parently like. those of paresis associated with 
Argyll-Robertson pupils. The pupils were un- 
equal; they did not respond to light. This pa- 
tient was referred to Dr. Tucker as a probable 
case of paresis. The serological examinations 
for syphilis were negative, however, and the pa- 
tient went on to a satisfactory and prompt recov- 
ery. 

The second patient was seen in consultation at 
an institution where they take care of nervous 
and mental cases, and while his pupils were not 
fixed to light, clinically he was a typical paretic. 
His onset followed an acute ethmoid infection. 
I do not know the subsequent course of this sec- 
ond patient for the reason that he left this insti- 
tution and fell into the hands of a neurologist who 
insisted, in spite of all arguments we could bring 
to bear, that it was a case of paresis and he in- 
tended to treat it as such, although a blood Was- 
sermann and a spinal fluid Wassermann were 
negative. 

These cases that resemble paresis are particu- 
larly interesting. In other cases with acute on- 
set we thought of the possibility of botulism or 
wood alcohol poisoning. 


Dr. Gaines (closing).—I am very glad these 
points in the differential diagnosis have been 
taken up in this discussion. They were omitted 
in the reading of the paper on account,of lack 
of time. I wish to mention, however, one other 
point in the differential diagnosis which is of 
some value, particularly to surgeons, and that 
is that these cases may simulate some acute ab- 
dominal condition. Climenko mentioned a case 
at Mt. Sinai Hospital which was operated on for 
an acute abdominal condition, which turned out 
to be a case of encephalitis, and one of my cases 
was sent into the hospital for an operation for 
appendicitis. It eventually turned out to be a 
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case of this disease. Some of the cases I have 
seen I did not abstract in this paper. One case 
which was not reported in my paper presented 
every indication of beginning paresis, such as 
Dr. VanderHoof mentioned. This case showed 
remarkable somnolence. He was a carpenter by 
occupation. He would go to sleep at his work. 
People would find him asleep on the floor. They 
awoke him and shortly after, when they went 
back, they found him again sleeping on the floor, 
simulating cerebrospinal syphilis rather than 
actual paresis. 

No one said anything in the discussion about 
the fact that not so many cases of this disease 
are being seen at the present time. I have not 
seen a case for several months, and my impres- 
sion is that the disease is not appearing at the 
present time, although it may later on. 





ERYSIPELAS IN CHILDHOOD* 


By J. H. MASON KNOX, JR., M.D., PH.D., 
Baltimore, Md. 


Erysipelas is generally understood to be 
an inflammation of the skin caused by in- 
vasion by a member of the streptococcus 
group of organisms and characterized by 
erythema, fever and toxemia. The condi- 
tion has been recognized from the time of 
Hippocrates, but many diverse diseases 
probably were included under this name 
by early writers. The contagiousness of 
the malady was pointed out by Lorry, in 
1777; and Fehleisen, a century later, iso- 
lated and described a micrococcus, the 
streptococcus erysipelatus, found in the 
lymph vessels of the skin and subcutaneous 
tissue, which subsequent study has proved 
to be the infecting agent. That there is 
a specific variety of streptococcus alone 
responsible for this form of infection is 
now considered doubtful. It is a disease 
of all ages and produces its greatest rav- 
ages at the beginning and end of life, in 
early infancy and old age. 

Erysipelas of the new-born is one of the 
serious manifestations of pyogenic infec- 
tion, the organism gaining entrance 
through the umbilical cord or abrasion of 
the skin. Because of the feeble resistance 
of the tissues the inflammation spreads 
rapidly over large areas. The constitu- 
tional symptoms, prostration, high tem- 
perature and rapid wasting are all severe 
and death usually ensues after a brief pe- 





*Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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riod. We are all familiar with the picture, 
although more cleanly obstetrical practice 
has greatly reduced the number of these 
cases. 

Again erysipelas in the aged is a serious 
disease, having a mortality in those over 
seventy of more than 25 per cent. The 
fatal termination is often brought about 
by myocardial changes. Alcoholics espe- 
cially exhibit little resistance. It is usually 
stated, on the other hand, that healthy 
adults rarely succumb and that the aver- 
age death rate in general hospitals is about 
5 per cent. 

This figure does not represent the dan- 
ger of erysipelas among infants and young 
children who have passed the period of the 
new-born. Throughout the early months 
and years this type of infection is a dan- 
gerous one and is attended with a high 
death rate. It.was with the hope of add- 
ing a little to our knowledge of the disease 
in childhood that the present study was 
undertaken. The cases analyzed, fifty- 
three in number, were admitted to the 
wards of the Harriet Lane Home of the 
Johns Hopkins Hospital over a period of 
six years. They were of average severity 
and were selected because the observa- 
tions upon them were fairly complete. It 
is believed that they represent the dis- 
ease as it affects children of the given 
ages and condition in Baltimore. 

Age.—tThe children ranged from. one 
month to nine years in age. The number 
of cases at age periods arbitrarily selected 
were as follows: 


Lp EO Re aaa a Se ge ae ae 10 
Ty 8 eS ES RS be cee eee PR ES FL Ee 2 10 
Pep MPMI RNISS 203, xd ts Ps es, Anne eect et ID 
Mae RENN BRS WER oo, ccs Ses faces cece cnccpcicta 9 
UREN URNS eee see ee ce seats vag eteeeeoes 10 
7 to 9 years ....... et Re ES ae eee ee 5 

OS Ee eR Se a ee eee 53 


It will be noted that more than half the 
cases (29) occurred in the first year, and 
two-thirds of these (20) in the first six 
months, and that the incidence of the dis- 
ease decreases with age. This probably 
corresponds to an increased resistance to 
infection acquired in later childhood and 
adult life. 

Sex.—Sex seemed to.have no bearing 
upon the incidence of the malady. Of our 
cases, twenty-seven were females and 
twenty-six males. 


SOUTHERN MEDICAL JOURNAL 





May 1921 


Race.—Of the fifty-three cases studied, 
forty-three occurred in white (including 
many foreign) and ten in colored children. 
These figures represent roughly the pro- 
portion of white and colored children ad- 
mitted and indicate that each race is equal- 
ly susceptible to the disease. 

Season.—Erysipelas is said to be a dis- 
ease more prevalent in cold weather. This 
is certainly true of erysipelas among adults 
and aged. In our cases there was fairly 
equal distribution throughout the year, 
with a smaller number of cases in July, 
August and September. Apparently in 
early childhood the season has less in- 
fluence in the incidence of the disease, 
which depends more upon the nature of the 
injury than upon climate or season. Dis- 
tribution by months. of our cases is given 
in the following table: 


CDOT 6G UC a a ee ee ee een ene ee ee 15 
NMI ININE cof a aaret e g Se aA, cet es Sh 17 
A UN St ae Sener eee een re een ere 5 
ON oS ETS 1 dll he ca ee ee ee 16 

(cy 7\ Dee eee ee Be oe oS eh See rey ere 53 


It will be noted of the fifty-three cases 
that forty-eight were fairly evenly dis- 
tributed between October and July, and 
that only five occurred during July, Au- 
gust and September. 


Nature of Initial Lesion and Mode of 
Origin.—The nature of the initial lesion 
and mode of origin was most varied. In 
practically every case a definite form of 
injury with subsequent skin infection could 
be determined. An idea of these lesions 
can only be understood by a detailed report 
of the cases as follows: 


Ce TORS ea, 0 gC] 1 1 ee ee 16 
DUE a at ap A ae SS TE ie ee Dee ore 4 
CELT. T1005 0 Cepia Set llie I elem. spp ete oret ran 4 
ALOT 7 Ce ee ar Ree a 3 
BEETS CL eae a RRR SIA ED italic eee eee 3 
Irritation of nares (from discharge)................ 3 
Irritation of vulva (from discharge)................ 3 


Irritation of face (from discharge following 
otitis media) 
Umbilical infection (delayed)..............000000000..... re 


IAGONITIS, “BUPPUPATIVE .....2.2:..0.00c600--c.c.-0cc00s-st cess 2 
RAMAGNES. MBCTMRUCROG)) 22515228 dias ccnesthsecealeucce 2 
BSE Rae ore etter nine soc bes hoe 5 ee ood ot sunecdbeese nates 2 
MUTCUMOTI PIE OCOD Go. oc odo 3 eres os ince ei ceteaesecanse 1 
Oe CS SE hea dee 1 
eS es / ee en eae Oe eee rE 1 
AP TOA ONES PEIIIUS 0s 28 05 se hts coehapeteeetelits 1 
SOA Sg a eS nr ere ee ee eee eee eee 1 
ivritation from turpentine «..:..-..2.....0:02....00-<220050 1 
RORNUSSURUAULEROYA pre Fk hy Khu kw a yee soe 1 
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It is evident that a great variety of le- 
sions can become the portal of entry for 
the causal organism and that in all in- 
stances the resistance of the integument 
is lowered by injury before infection. The 
importance of cleanliness in the care of 
patients suffering with a discharge from 
mucous membranes and of antiseptic 
treatment even of simple injuries in chil- 
dren is a manifest conclusion from this 
tabulation. 

Area of Body Involved.The site of the 
original infection is briefly indicated as 
follows: 


MET RO Pee Ryne ig Set Goede v glen bdpecks tbcdaccswsetsernsalsedes 10 
LSU Regan oie arrestee oe ery eee des Ronee Pieter 8 
Lo Te Oona erty Smee ere Teer eee 19 
or PS ED Nae RT Ss SAL eg UO er 6 
Cli Oa IS NA Bee Crees SOAS Ee Mae Nen ptren ea oe F 4 
CPR i ter ee I AN tt Be Ms 5 
UM RT SRL dh  ode  M  2 gC teat A Sag yess ands 1 

Ln iL SRS Ss eee a a Ree aR en iy Aes See 53 


It will be seen that no part of the body 
. is immune and that the site is largely de- 
termined by the nature of the injury. 

Area Involved.—The area of the body 
involved in the course of the disease was 
exceedingly variable and bore but little re- 
lationship to the severity of the infection. 
Some of the more severe cases resulted 
from a comparatively small skin infec- 
tion, while in others large areas of the 
body were affected with but moderate con- 
stitutional symptoms. Four general groups 
can be indicated according to the general 
area of the body involved: 


1. Scalp and face, singly or together, with 
occasional involvement of trunk or arms 19 
2. One or more extremities, with occasional 
involvement of hip, buttocks and trunk.... 25 
3. Genitalia and buttocks, with occasional in- 
4 


volvement of extremities and trunk.......... 6 
Ai Oh) ooh oe SAS BPA 3 
ob Ue LI ee ee SN OE 53 


The areas of the body most often in- 
volved are: one leg, 11 cases; head and 
neck, 8 cases; two extremities (legs or 
arms with involvement of trunk), 8. 

' Incubation Period.—The time which 
elapsed between the initial injury and the 
beginning of symptoms was from two to 
twenty-eight days. In the latter case the 
period was delayed somewhat owing to 
injury from abrasion of the skin of the 
arm from a splint applied to set a broken 
bone. In fifty-one cases in which the in- 
cubation period could be determined with 
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some definiteness, the average time in 
which the constitutional symptoms began 
after injury was 5.8 days. 


Range of Temperature.—Nearly all the 
cases showed considerable elevation of 
temperature and symptoms of intoxication. 
In one instance the temperature reached 
108°. In but one case did the tempera- 
ture remain below 100°. In all the cases 
the temperature curve exhibited an irreg- 
ular or intermittent character. In thirty- 
three cases of the total number the tem- 
perature reached 104° or over. In nine 
instances it dropped in the course of the 
disease to 97°. In other words, the tem- 
perature range of the cases was typical 
of septic infection. 


Leukocyte Count.—The leukocytes were 
counted in forty-nine cases. There was a 
pronounced leukocytosis in nearly every 
instance. The highest count was 55,000 
in a case complicated by otitis media. 
There were but two counts below 10,000, 
both of these in critically ill children, one 
month of age, who were overwhelmed by 
the infection. Of the forty-nine cases in 
which counts were made, twenty-nine had 
more than 20,000 leukocytes to a cubic 
millimeter. The average leukocyte count 
of the forty-nine cases was 23,500. In 
two instances the counts varied markedly 
in the same patient. In one the initial 
count was 18,000 and the second count 
made a few days later was 40,500. This 
child recovered. In another case the in- 
itial count was 45,300 and the second count 
21,600, and the patient died. The impor- 
tance of the white blood cells in resisting 
the spread of the infection in the lymph 
channels has frequently been pointed out 
and the findings in this series would add 
further evidence in support of this view. 

Duration of Illness.—The illness lasted 
after the initial symptoms twenty-three 
days in three cases; one case terminated 
fatally in three days in a weak syphilitic 
child in which the symptoms were also 
complicated by pneumonia and empyema. 
In two instances complete recovery took 
place in four days after the initial symp- 
toms appeared. The length of illness could 
be determined in fifty-one cases and its 
average duration was 12.1 days. It would 
seem, therefore, that erysipelas in young 
children is a particularly acute illness in 
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which the result is determined in a com- 
paratively brief period. 

Cultures.—Cultures from the circulat- 
ing blood were made in eighteen cases; 
streptococci isolated in six cases; in twelve 
the cultures were sterile. In one of these 
twelve cases staphylococcus aureus was 
found in an abscess in the involved area. 
In three additional cases streptococci were 
cultured from an abscess. Streptococci 
were found in the spinal fluid in addition 
to the circulating blood in one instance and 
in two instances in which the blood gave 
negative results streptococci were found 
once in the pleural cavity and once from 
the deeper layer of the skin. It is felt 
that unquestionably more complete bac- 
teriological study of the blood in cases of 
erysipelas with marked constitutional 
symptoms would disclose a larger inci- 
dence of septicemia, as has been shown to 
be true in typhoid fever, tuberculosis and 
a number of other serious diseases. 

Complications.—As would be expected 
in an infection of this kind, involvement 
of other tissues than the skin were fre- 
quent and complications were found in 
many of the cases. The most frequent one 
was inflammation of the middle ear (otitis 
media), present in nine cases; abscess 
with suppuration involving deeper struc- 
tures than the skin was present in seven 
cases; general septicemia in six cases. 
Broncho-pneumonia occurred five times 
and lobar pneumonia once; empyema, sec- 
ondary to pneumonia, three times; strep- 
tococcus meningitis three times. Cervical 
adenitis was noted twice and tuberculous 
ulcer of the ankle, once. Four of the chil- 
dren showed evidences of congenital syph- 
ilis. 

Results.—Of the fifty-three cases, thir- 
ty-eight recovered and fifteen died, a mor- 
tality of 28.3 per cent. This indicates 
without further emphasis the serious 
character of erysipelas in young children. 
A brief analysis of the fatal cases along 
the lines already followed will indicate 
certain features which are more marked 
in the severe forms of the disease. 

ANALYSIS OF FATAL CASES 

Age.—The oldest case in which the dis- 

ease was fatal was four years; the young- 


est, one month. Twelve of the fifteen 
cases occurred under six months, which 
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shows conclusively the increased danger 
of erysipelas in the very young. The av- 
erage age of the fatal cases was 3.6 
months. 

Sea.—Seven of these patients were girls 
and eight were boys. 

Race.—Nine were white and six black. 

It will be noted that in the whole series 
there were but ten colored children. Of 
these six died, a mortality of 66 per cent. 
These numbers are too few for general de- 
duction, but they suggest certainly a les- 
sened resistance to streptococcus infection 
in the colored infant. This is probably 
due to a lowered state of nutrition and 
poorer average hygienic surroundings. 

Season.—These fatal cases were dis- 
tributed throughout the year, two of them 
only occurring between November and 
June. 

Mode of Infection —A large variety of 
lesions may form the portal of entry of 
the infection as indicated by the following 
table: 


PADDY AGION Wt PRETOMMUIOS: «5.56552 cosccesenssnccesee se scsessincse 
Nasal discharge 
Infected umbilicus 


4 

3 

FEDAR 2 
Infection of the eye.... ae | 
Abrasion of the face........................ eee. | 
a 

2 

1 

1 





Furunculosis of head 
Vaginal discharge 
Vaccination 
Circumcision 


The severity of the disease is not deter- 
mined by the extent of the initial lesion, 
but rather by the virulence of the infect- 
ing organism which may find entrance 
through an otherwise insignificant injury. 
The two cases of infection of the umbilicus 
probably belong to the group of erysipelas 
neonatorum, but in each instance the con- 
stitutional symptoms commenced at about 
one month of age after the babies had been 
discharged well from the obstetrical serv- 
ice. The children are, therefore, included 
in this series. 

Area of Body Involved.—The areas of 
the body involved in the fatal cases were 
as follows: 


CSR Perch) PEC ee TL Se 4 
ESD ES CSO 6 11 C1 ae eee ae 4 
EPS NTO A tae 20 RS A a noe ee eer ce 2 
ON OSE rc ka ee ee eee ee 2 
TUE er DES TO SOAS RE SY pe er ee Z 
Genitalin and Duttocks................50...cesceccseveceseone i 
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In most of these cases the tendency of 
the infection to migrate from area to area 
was noted. 

Incubation Period.—The beginning of 
symptoms after the initial injury varied 
from two to twenty-eight days in the fatal 
cases, the average being 6.6 days, which 
is a little longer average than that for the 
whole group. 

Leukocyte Count.—The leukocyte count 
was always high, averaging about 23,000 
for all the fatal cases. A fall in leukocytes 
seemed to indicate lowered resistance. 

Duration of Illness.—The average dura- 
tion of illness was 12.2 days and was ter- 
minated often by the presence of compli- 
cations, particularly septicemia and pneu- 
monia. 

Cultures.—Most of the positive cultures 
were obtained in this series of fatal cases, 
showing evidences of marked intoxication. 
Ten of these cases were cultured and in six 
the blood was positive, and in but two 
negative. Other positive cultures of strep- 
tococci were obtained from abscesses at 
the site of injury, the spinal fluid and pleu- 
ral cavity. 

Complications.—The number of compli- 
cations in the fatal cases was of course 
large. Septicemia occurred six times; 
pneumonia, six times; meningitis, three 
times ; empyema, three times, and periton- 
itis, twice. Three of the fatal cases were 
syphilitic. 

Treatment.—A discussion of the treat- 
ment would not be helpful. No drugs or 
external applications were found to be 
specific. Supporting treatment consisted 
of diet suitable for age and condition of 
the patient, and hydrotherapy for pyrexia. 
Occasional sedatives for restlessness were 
employed. In several instances applications 
of non-flexible collodion beyond the ad- 
vancing edge of the skin infiltration seemed 
temporarily to check the progress of the 
disease; at other times it had no effect. 
Various ointments or lotions were used to 
allay itching and to make the patient more 
comfortable. Frequently compresses were 
found to be more helpful. Serum treat- 
ment with anti-streptococcal serum and 
vaccine treatment were not employed. It 
is felt as yet that its value has not been 
demonstrated, and that it may do harm. 

The most favorable group of cases are 
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those in which the erysipelas spreads from 
a lesion where the infection is under con- 
siderable tension, often under a scab which 
has formed over a small infected area. 
When this focus is opened, the scab re- 
moved and treated with an antiseptic 
dressing the surrounding area of redness 
and heat usually quickly recedes and the 
constitutional symptoms subside. In the 
treatment therefore of all cases it is im- 
portant to examine carefully for these 
areas of infection and when found to treat 
them vigorously. 


SUMMARY 


A review of the cases here presented 
would indicate that erysipelas occurring 
in young children is an exceedingly serious 
disease and that its danger is in direct 
proportion to the youth of the patient. 
The largest mortality occurs in the first 
half year of life, even when the cases of 
so-called erysipelas of the new-born are 
eliminated. 

The incubation period is variable; the 
average is about five or six days. The 
symptoms are those of local infection and 
general constitutional intoxication. Leuko- 
cytosis is a prominent feature. A low 
count would indicate decreased resistance. 

Both sexes are equally susceptible. 
There is probably but little difference in 
susceptibility between the black and white 
races. The negro seems to be less resist- 
ant to the infection. The disease occurs 
in children throughout the year, but is 
more frequent from October to June. The 
incidence of the disease depends largely 
upon the frequéncy of the presence of in- 
fection and the resistance of the patient 
following the initial lesion. Any form of 
injury which breaks the continuity of the 
skin may form a portal of entry. The in- 
tensity of the course of the illness is some- 
what independent of the extent of the area 
involved and generally an advancing ery- 
thema and infiltration mean an increase 
in the constitutional symptoms. 

The duration of the disease may vary 
from three days to three weeks. The av- 
erage is about twelve days. A fatal ter- 


mination is usually the result of a general 
septicemia, pneumonia or involvement of 
the meninges or the peritoneum. The 
mortality rate in the whole series was 28 
per cent, including fifteen children over 
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two years old, in whom the rate was only 
6 per cent. Of the twenty cases between 
two and six months, twelve died, a death 
rate for that period of 60 per cent. 

The disease is best prevented by avoid- 
ing injury of the skin and in being 
scrupulously careful in the treatment of 
these injuries when they occur, and by the 
prevention of irritation of the skin through 
infectious discharges. 


DISCUSSION 

Dr. O. H. Wilson, Nashville, Tenn,—I have had 
four cases of erysipelas during the last year. The 
striking difference from Dr. Knox’s description 
is that they lasted longer, usually over two weeks. 
Only one of the four died. A little two-months 
syphilitic with erysipelas involving the entire 
body recovered, where a perfectly healthy nine- 
months’-old child with only partial involvement 
died. Some seem to resist the infection better 
than others. 

As to treatment as summed up by Dr. Knox, 
I agree that nothing seems to do any good. Ich- 
thyol is usually used as a placebo. The most 
important thing is to keep up nourishment, at 
any rate the quantity of fluids. 

One striking point in my cases has been the 
freedom from complications, especially sub- 
cutaneous suppuration. Edema is quite frequent, 
but I rarely see suppuration. 


Dr. P. F. Barbour, Louisville, Ky—I went 


through the contagious wards of the Cook County 
Hospital during the meeting of the American 


College of Physicians in Chicago. At that time 
the professor said tous: “I have exhausted every 
trick and every treatment and nothing does it 
any good. They die or get well without any help 
from us.” I have not felt quite so hopeless in 
my own experience. In the last year I saw four 
cases in new-born babies and but one died. It 
died one day after being seen. I have had eight 
cases of erysipelas recently with no deaths except 
this one. One agent that I have used seems to 
me to give good results and that is the erysipelas 
phylacogen. I have used antistreptococcic serum 
without any effect on the disease, but I have 
gotten satisfactory results with the phylacogen. 
At least my patients have recovered. I have 
seen the temperature drop and the spread of 
eruption cease. In view of what Dr. Knox has 
said, I shall not claim that phylacogen has done 
it. Some of my friends who have used it have 
also gotten good results in cases of erysipelas. 


Dr. W. McKim Marriott, St. Louis, Mo—When 
it comes to the treatment of erysipelas, I can 
agree with what has been said about the futility 
of using drugs. My experience with vaccines 
and antistreptococcic serum is that they do not 
help. I think there are very few things that do 
help. Recently Woodyatt mentioned the fact that 
while ordinary flexible collodion painted around 
the erysipelatous area was of little value, the 
non-flexible collodion was distinctly advantage- 
ous. Following his suggestion we have used non- 
flexible collodion and I have really felt pleased 
with the results. The idea is to compress the 
deeper skin lymphatics and thus limit the exten- 
sion of infection. Local applications have very 
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little effect. The giving of fluids in large amounts 
is important. It has been our experience that 
serious sequellae, such as nephritis, seem to be 
mitigated by having the patient drink two or 
three quarts of water a day. 

Dr. L. R. DeBuys, New Orleans, La.—I should 
like to ask Dr. Knox two questions. He made 
blood counts in 18 cases. What I would like to 
know is at what stage of the disease, after its 
onset, were the blood cultures made? Were they 
all made at the same period and when were the 
six positive findings? 

Dr. G. G. Thornton, Lebanon, Ky.—I am sur- 
prised at the doctor’s opinion regarding the fu- 
tility of the use of vaccines in erysipelas. I have 
been either curing my cases or I have been mis- 
led. Within the Be two months I have had two 
cases, one six months old, the other three years, 
and I had, as I almost ‘universally have, good 
results in the use of antistreptococcic serum with 
other things. I have been attributing most of 
my good results to the antistreptococcic serum. 
I give to young children, 6 months old, 20 mils. 
(20 c. ¢.) of antistreptococcic serum, and within 
24 hours the erysipelas usually ceases to spread. 
With this I give them internally fluid extract of 
echinacea. Sometimes I give in connection with 
that sulphid of calcium if the case does not get 
better in 48 hours. In the child three years old 
that I saw two months ago I gave only 10 mils. 
(10 c. ¢.) of the antistreptococcic serum at the 
first visit, but the erysivelas spread rapidly, so 
I gave 20 mils. the second day; 20 the third day, 
and 20 the fourth day, when the case recovered 
rapidly. In addition to this I made application 
of a formula that I took from a medical journal 
a number of years ago that runs about this way: 


Phenol 
Acidi 
Acidi 
Thymol 
Glycerine : : 
UCOOOICE VER ( Epeeeaese en ee eee 16 oz. 

M.—Apply as directed. 

I apply this full strength not necessarily over 
the age elatous area, but just a little ahead of 
it. all my cases "where it was inclined to 
sina aaa the antistreptococcic serum did not 
stop it within the first 24 hours, the spread 
seemed to be a little lighter. In the case of an 
old lady with erysipelas in the lower extremity 
before the days of antistreptococcic serum, I ap- 
parently stopped the spread by the use of a strong 
solution of carbolic acid. I saturated a cloth 
with the solution and bound it around the leg 
above the erysipelatous area and this resulted 
in a blister. When the disease came to the area 
circled by the carbolic acid it stopped, notwith- 
standing that it was the most malignant case 
of erysipelas I have had occasion to see. Over 
the erysipelatous area the serum in the blisters 
that formed was absolutely black under the blebs. 
The tissue sloughed out in some places nearly to 
a and the old lady, 80 years of ave, got 
well.. 

Dr. J. J. Waller, Oliver Springs, Tenn.—My 
experience has been better than those which I 
have heard. I have been using 50 per cent, some- 
times 25 per cent, ichthyol in lanolin, and it has 
invariably given me good results. In my case I 
could not get the ichthyol mixture immeidately 
and used a preparation I copied from a medical 
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journal, and it worked better than the ointment. 
The formula contained ammonium muriate and 
tincture of stramonium in water. It is put on a 
wet cloth and applied to the surface involved. 
It seemed to do good almost immediately. The 
formula was as follows: 


MNT IBTO COTINONES, <<<. s.cc..-co0ncoccessscecerousesacccscoctvses I oz. 
Mie TODEIIA LO! .o.c..200ccccc.scaceccssecese LEE ATED 4 drs. 
ole GLI 2a 100 (Se ae ecg Ors Oe oe a pe 3 oz. 


M. Sig.—Apply 3 or 4 times a day. 

As to the mixture the doctor spoke of, I re- 
member years ago in Chicago the celebrated 
Nicholas Senn gave a prescription in his clinic 
that almost invariably eave good results. It was 
a 50 per cent solution of alcohol in water. Simply 
plenty of buttermilk applied locally in saturated 
gauze is best of all. 


Dr. Eugene Rosamond, Memphis, Tenn.—Some 
five or six years ago some one suggested painting 
the erysipelatous area with pure carbolic acid, 
then immediately after it had blanched the skin, 
dissolving it off with its perfect solvent, alcohol. 
I thought at the time that I had discovered an 
ideal treatment for erysipelas and was very 
much interested in this treatment. I had an as- 
sociate with me, one of the best internists in the 
city of Memphis, and I saw his cases and he saw 
mine, and we applied this treatment in a series 
of nine cases, getting beautiful results. Since 
that time for some mysterious reason it has 
failed to work, and I have tried phylacogen and 
I have tried antistreptococcic. serum and I have 
had the same experience that everybody else has 
had. It pursues its own sweet way, sticking its 
scarlet finger out from under the painted area 
and spreading across the skin as has been de- 
scribed by the other speakers. I want to men- 
tion this because it became quite the vogue at 
one time to use this treatment. Certainly if local 
applications can stop this infection the use of 
pure carbolic acid would do so, using it until we 
get a superficial burn and immediately dissolv- 
ing it out of the tissues with alcohol. 


Dr. Knox (closing).—Dr. DeBuys asked about 
the cultures. In the very ill on admission they 
were made at once. In these cases the constitu- 
tional symptoms were severe. Many of the posi- 
tive cultures were obtained in the fatal cases. I 
do believe, however, that more cases of septicemia 
occur in erysipelas than have been heretofore 
demonstrated by routine cultures. 

We must be very careful in making deductions 
as to therapy in a disease of this kind. We all 
know the diverse and specific therapies that have 
been suggested for lobar pneumonia. Literally 
pneumonia has been cured a hundred times and 
in a hundred different ways, and yet there are 
many of us who feel that no specific treatment 
for pneumonia has been found. rysipelas tends 


to attack the patient with a lowered resistance. 


Probably any treatment which would increase 
the leukocytosis and attack the infecting agent 
would be helpful. The pathology of the disease 
shows us that the inflammation is deep down in 
the lymph channels under the skin and is out of 
reach of antiseptics that we can put on the skin 
without destruction of the tissues. 

My object in preparing the summary was sim- 
ply to call attention to the serious nature of 
erysipelas, especially in very young children. In 
these patients it is not a disease of a 5 or 10 per 
cent mortality as many have believed. 
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THE INTRAPERITONEAL USE OF 
DEXTROSE AND NORMAL SALT SO- 
LUTION IN THE TREATMENT OF 
MARASMUS AND THE SEVERE 
TYPE OF MALNUTRITION* 


By H. LESLIE Moore, M.D.. 
Dallas, Tex. 


We are all familiar with the splendid 
and often spectacular results obtained in 
acute dehydrated conditions from the ad- 
ministration of fluids intrasinus and intra- 
peritoneally. Some three years ago, at 
the Dallas Baby Hospital, we began the 
use of this method in the treatment of 
certain types of chronic conditions in 
which there was more or less dehydra- 
tion—the advanced cases of marasmus 
and the severe type of malnutrition. 


Those of you doing hospital and dis- 
pensary work have always on hand feed- 
ing cases that refuse to gain in weight 
regardless of proper nursing and scien- 
tific feeding. Some of these cases show 
a complete digestion and take full feed- 
ings; many of them have normal appetites 
and the stools show a moderate degree of 
indigestion. Such cases have dropped be- 
low a certain level from which they can 
not climb. The purpose of treatment is to 
give them a lift and start them on an up- 
ward course. This is done by giving daily 
250 to 400 c. c. of a 5 per cent dextrose in 
normal salt solution intraperitoneally un- 
til there has been a steady gain in weight 
over a period of several days. Within a 
few hours following the first injection the 
vitality improves and by the third or 
fourth treatment the stools have become 
normal in number and appearance. Usu- 
ally after the second day the loss of weight 
is checked and by the fourth day they begin 
to gain. After gaining steadily for a few 
days treatment is discontinued, and rarely 
needs repeating. Occasionally the weight 
comes to a standstill after gaining steadily 
for a number of days. Under such condi- 
tions, if it remains stationary or a loss be- 
gins, treatment must again be instituted 
as before. I do not recall having to give 
more than the second lift. 





*Read in Section on Pediatrics, Southern Med- 
ical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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I have had several cases whose condi- 
tion was so desperate on admission to the 
hospital: that it was necessary to give 75 
to 150 c. c. through the longitudinal sinus, 
and to back it up by giving immediately 


the usual amount into the peritoneal cav-’ 


ity. The response to such treatment is 
frequently marvelous and I am sure many 
lives, by the employment of this very sim- 
ple measure, have been saved. No benefit 
was derived by tuberculous, syphilitic, or 
premature infants. 


DISCUSSION 


Dr. W. McKim Marriott, St. Louis, Mo.— When 
an infant suffers from a severe nutritional dis- 
turbance, it is usually the result of a deficit of 
food or water. Water they lose as a result of 
diarrhea. Food they lack for obvious reasons. 
The treatment of infants with severe nutritional 
disorders is, therefore, to supply the lacking ele- 
ments. We must give food and water. The 
method of intraperitoneal injection is a practical 
one for giving both of these essentials when it is 
not possible to give enough by mouth on account 
of vomiting and diarrhea. Much larger amounts 
of food and water may be given intraperitoneally 
than intravenously or subcutaneously. The pro- 
cedure throws less of a strain on the heart than 
does intravenous injection and is less painful 
than hypodermoclysis. In the treatment of the 
severe nutritional disturbances known as maras- 
mus, cholera infantum, athrepsia or intoxication, 
intraperitoneal administration of glucose and sa- 
line is almost as valuable as is the injection of 
antitoxin in diphtheria. Before we understood 
the true nature of nutritional disturbances and 
supposed them to be due to some form of food 
poisoning which we treated merely by limiting 
the food intake, the mortality was terrific. It is 
very different now. The method of intraperi- 
toneal injection is a real life-saver if it is used 
early enough and frequently enough. If an infant 
is allowed to become dehydrated and to stay in 
this condition for too long a period of time the 
body may be so harmed that life can not be saved 
by the administration of fluid. This is quite anal- 
agous to the failure of antitoxin to save life 
when given too late in diphtheria. The principle 
of treatment of sick infants is never to let them 
become dehydrated or athreptic. Certain objec- 
tions have been raised to the intraperitoneal ad- 
ministration of glucose or saline. I have often 
heard surgeons refer to the procedure as being 
criminal. I know of no surgical operation which 
is as life-saving and at the same time so free 
from danger. I have seen well over a thousand 
intraperitoneal injections given and have yet to 
see a case in which death was caused by the pro- 
cedure. Certain precautions are necessary. Strict 
asepsis must be observed, a blunt needle must be 
used and the abdomen must not be distended with 
gas at the time of injection. After injection of 
glucose solution troublesome distention some- 
times occurs which may interfere with the res- 
pirations, but this quickly subsides and does no 
permanent harm. 
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Dr. W. W. Harper, Selma, Ala—The use of 
saline and dextrose solutions intraperitoneally as 
a life-saver should be classed with diphtheria an- 
titoxin. I will not dwell on its therapeutic value 
except to say that about a month ago I had under 
care an infant that could not retain one drop of 
water. It was very much dehydrated and was 
kept alive for three weeks by giving it intraperi- 
toneally night and morning 250 to 270 ¢c. c. of dex- 
trose solution. 

For an intraperitoneal injection, one needs only 
the barrel of an old-fashioned ounce or two-ounce 
glass syringe, a few feet of rubber tubing and a 
large subcu needle. For its successful adminis- 
tration, a few points should be kept in mind. 

1. The apparatus must be absolutely sterilized 
by boiling. 

2. The solution must be sterile. 

3. Laboratory glucose must be used, as ordi- 
nary glucose develops acids when it is_ boiled 
(Marriott). 

4. Avoid using too much solution. If abdomen 
is already distended with gas, empty bowels with 
an enema before giving the intraperitoneal. 

5. Injection is to be given in median line and 
just below umbilicus. Needle should have a short 
bevel and as soon as the peritoneal cavity is en- 
tered, the point of needle should be turned up 
and held against the parietal peritoneum to avoid 
injury to the intestines. If care is exercised, 
there is little danger of puncturing the intestine. 
Be - the watch lest a distended bladder be punc- 
tured. ; 

A few years ago, in the Massachusetts General 
Hospital, intravenous injections were given by 
the longitudinal sinus route. They have about 
abandoned this method because, first, it is dan- 
gerous; second, its use is limited to infants 
whose fontanelles are not yet closed; and third, 
it was found that an hour after its use the fluid 
had leaked out of the circulation. Given intra- 
se ieaaptes the solution is gradually absorbed, 

etter sustains the patient, and remains in the 
circulation for several hours. 

The percentage of glucose used is 5 per cent. 
A ready way to determine the percentage is to 
multiply the number of ounces required by the 
per cent and divide by 40. The resultant will 
equal the number of level tablespoonfuls. 

For example: to make up a pint of a 5 per 
cent solution, multiply the 16 ounces by 5.80. Di- 
vided by 40 equals two tablespoonfuls. 

.Dr. Moore (closing).—I want to emphasize the 
point that Dr. Marriott brought out, that none 
of these cases ever get too far advanced to give 
a trial. Cases that look absolutely hopeless can 
frequently be saved. I might give you an illus- 
tration. An 18-months’-old child, after sixty 
days of infectious diarrhea, was brought into the 
hospital. It looked as though it could not live 
two hours. This child was blind, a toxic ambly- 
opia. It was unconscious and did not move arms 
or legs for days. In other words, it was a most 
extreme case. It was in such a state of decompo- 
sition that the odor in the room was very offen- 
sive. We started it on the treatment and after 
giving it 100c.c. dextrose solution intrasinously 
we immediately gave 400 c. c. intraperitoneally. 
In picking up the skin to thrust the needle 
through the abdominal wall the skin tore some 
three inches in length about two inches away 
from the part held. This child recovered and is 
perfectly well today and normal in every respect. 
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SUPERVISION OF PRE-SCHOOL CHIL- 
DREN AND PHYSICAL EDU- 
CATION* 


By FRANCES SAGE BRADLEY, M.D., 
Children’s Bureau, U. S. Department of 
Labor, 

Washington, D. C. 


Every one must agree with Dr. Rankin 
that 


“As in the beginning, so now and throughout 
all time, the first business of government will be 
the protection of human health and life, and the 
government that discharges this, its first duty, 
will guarantee its own greatness and permanency 
through the development of a vigorous and happy 
citizenship.” 

No less an authority than Dr. Chapin 
makes the statement that dollar for dollar, 
money spent for child welfare pays larger 
dividends than that expended for any other 
phase of public health work. The humil- 
iating revelations of the condition of our 
drafted men and the invariable statement 
that these boys were suffering from neg- 
lect in childhood confirm the belief that 
whether from humanitarian impulses or 
from motives of sheer economic expe- 
diency, the nation seeking its own vigor 
and integrity must first insure the vigor 
and integrity of its children. 

According to Mr. Hoover, the psychol- 
ogy of the war was a development of the 
herd instinct calling all men from all quar- 
ters of the globe to the defense of their 
own. This instinct finds among the deci- 
mated nations a post-war expression in the 
determined effort to protect their young. 
Even during the stress and strain of war, 
England and Belgium, through national 
supervision of the coming generation, re- 
duced infant mortality to less than the pre- 
war rates. If such results are possible 
during years of famine and untold suffer- 
ing, what may not be accomplished in the 
more beneficent days of peace? 

Nations are awakening to a sense of 
obligation and responsibility. It is prob- 
able that in our own country an adequate 





*Read in Section on Public Health, Southern 
Medical Association, Fourteenth Annual Meeting, 
Louisville, Ky., Nov. 15-18, 1920. 
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and uniform system of supervision may 
be devised which will insure to every child 
a safe entry into the world and the pro- 
tection of a mother preserved sound, vig- 
orous and able to care for him according 
to the laws of Nature. 

Contributing to this end various experi- 
ments are being tried out by government, 
state and city organizations, in co-opera- 
tion with the American Red Cross and 
other philanthropic organizations. By the 


joint efforts of such groups in North Caro- 


lina, Kentucky and other Southern states, 
it is probable that the county child wel- 
fare center will be given a definite and 
recognized place in the model health unit. 
In other cases public health instruction 
may be the outgrowth of the co-ordination 
of various public health activities around 
the child welfare center. 

More than ever before states are show- 
ing their recognition of the need of defi- 
nite bodies whose function shall be the 
supervision of the state’s children, and are 
realizing the fact that such work costs 
money. Nineteen states and the District 
of Columbia have appointed state commis- 
sions to revise and codify all laws pertain- 
ing to the interest of their children. Thir- 
ty-five states as compared with six before 
the war have definite child welfare divi- 
sions with annual appropriations ranging 
from $1,900 to $150,000. At the recent 
meeting of the American Child Hygiene 
Association the Director of the Child Hy- 
giene Division of a state board of health 
stated that she was presenting to her leg- 
islature a budget covering an expenditure 
of $700,000 during two years, and she ex- 
pects to get it. State legislatures are state 
legislatures and they are not likely to ap- 
propriate such sums of money unless re- 
turns are in sight. They must be convinced 
that the protection of their children is 
good business. 

While some states are making these 
generous appropriations for child welfare 
work, others are not in a position to finance 
the work unaided. It is hoped that the 
coming congress will pass the Sheppard- 
Towner Maternity Bill, thus insuring to 
the rural child and the city child an equal 
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protection. By the terms of this bill each 
state will receive annually the sum of 
$10,000 for promoting the care of mater- 
nity and infancy and in addition, its pro 
rata of a fund of $2,000,000 provided the 
state raises a like amount. This fund is 
to be increased each year until it reaches 
the amount of $4,000,000 and is to be dis- 
tributed annually like the Smith-Hughes, 
the Smith-Lever and the good roads ap- 
propriations. 

With this federal support, the states will 
be able to aid their counties to secure ade- 
quate medical and nursing service for the 
continued supervision of mothers and 
young children, especially during preg- 
nancy and the perilous days of early in- 
fancy. 

Recent reports of the Metropolitan Life 
Insurance Company emphasize what the 
experience of Boston, New York, San Fran- 
cisco and other large cities has demon- 
strated that the mother supervised during 
her pregnancy not only produces a mark- 
edly stronger, sturdier child, but is herself 
in sounder condition for later contributions 
to the community.. Prenatal supervision 
is largely dependent upon a public health 
nursing service, a necessary part of every 
child welfare center. 

A wistful and unique tribute was re- 
cently paid the nurses of a district associa- 
tion by the local undertakers organization, 
which lamented the decreased number of 
infant funerals since the installation of 
the nursing service. In another town the 
undertakers protested that their business 
would be seriously menaced unless the 
nursing service could be abolished. 

The nurse enters the home with more of 
skill and authority than the volunteer 
worker and with greater intimacy than is 
possible for the busy doctor. She wins 
the confidence of the prospective mother 
and paves the way for the establishment 
of a permanent child welfare center by the 
physician of vision and initiative. 


PHYSICAL EDUCATION 


This brings me to the discussion of the 
second half of my paper. Before it is pos- 


sible to discuss physical education it is 
necessary to decide whom we are to educate 
and who are to be the educators. 

For years now we have plead the 
ignorance of parents as a prime cause of 
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the many disasters of early life, with never 
a word as to who was responsible for the 
ignorance of these parents. Will there 
ever be a better time to face the subject 
squarely and acknowledge that only physi- 
cians can give mothers the training they 
need in order to rear sound, healthy chil- 
dren? There is no more direct route to 
the head and heart of a woman than by 
means of her children. In our children’s 
health conferences, whether held in school, 
church or pool room, we have found 
mothers keenly responsive to constructive 
suggestions. 

We physicians have evaded the issue on 
the plea that grown-ups are hopeless and 
that the salvation of the nation depends 
upon the education of the rising genera- 
tion, thus shifting the responsibility upon 
young, untrained teachers, which is un- 
fair. 

I am convinced that it pays to educate 
the teacher. Doctor Williams told us yes- 
terday that the number of cases of diph- 
theria and of scarlet fever had been cut 
in half since the Virginia State Board of 
Health had begun teaching its teachers. 
We also have found the teachers eager and 
helpful in many counties where there were 
no nurses, themselves watching the exami- 
nation of every child, listing the more ur- 
gent defects and following up the cases 
until corrective measures were obtained. 
We have secured better pumps and privies 
through the aid of the teachers, better 
placing of desks for children with defect- 


‘ive vision or hearing, and have found the 


warmest interest in the better grading of 
their children from a physical as well as 
mental standpoint. 

The physician really interested in the 
welfare of his community will find hearty 
co-operation from lay organizations. 
Chambers of commerce will prove invalu- 
able in the control of communicable dis- 
eases and in securing clean milk. County 
agents and home demonstration agents 
of the Department of Agriculture will 
preach the gospel of fruits and vegetables 
versus “hog and hominy”; and will popu- 
larize more wholesome cooking. It would 
be a blessing in disguise if our Southern 
mothers might be subjected to the shortage 
of fats confronting the German women 
during the late war. They would then 
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learn the art of broiling and baking in- 
stead of frying. It is probable that fried 
food and half cooked starches are more 
than any other factor responsible for the 
common complaint of indigestion among 
Southern children. 


Another lay organization whose co-op- 
eration physicians will receive for the ask- 
ing is the Parent-Teacher Association. 
Through this group we have secured school 
lunches, scales in many schools, and height 
and weight charts on the walls of class 
rooms resulting in monthly reports to par- 
ents of physical as well as mental progress 
of children. 


The co-operation of the American Red 
Cross is too well known to need comment. 
Their public health nurse is often the con- 
necting link between doctor and commu- 
nity. Even the Red Cross Juniors in one 
town eagerly supplied extra milk for every 
child found five pounds or more under 
weight. for his height. Practically every 
group of men, women and children is 
awaiting the leadership of the physician 
who has the will to direct such activities. 


We may as well admit that the day is 
past when stilted didactic lectures or cut 
and dried facts may be foisted upon a long- 
suffering public. Observation of any of 
the newer methods of public health educa- 
tion are proof that the enthusiasm and 
conviction of the audience are in propor- 
tion to that of the leader. It is possible 
that we have taken ourselves too seriously, 
if not too scientifically. 


For instance, with painstaking skill and 
exactness we have studied the science of 
artificial feeding. We have persisted in 
the inestimable value of the top ounce of 
cream from each quart bottle of milk only 
to shift later to modified whole milk. We 
have fed by body weight and by extent 
of body surface. We have agonized over 
caloric feeding. We have passed through 
the stage of the various sugars. We have 
agreed that the alkalinity of mothers’ milk 
must be increased by the addition of lime 
water, only to go to the other extreme and 
give acid fruit juices instead. Just now 
we are seeking the elusive vitamins only to 
be humiliated by Dr. Grenfell’s report 
from the far North that Labrador babies 
thrive on bread and tea. 
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The point I want to make is that if we 
physicians spent as much time and effort 
instructing our women as we do in con- 
cocting substitutes for mothers’ milk, prac- 
tically every baby would be breast fed. Dr. 
Jacobi was probably not far wrong when 
he said that more than 90 per cent of the 
women who are able to bear children are 
able, with the doctor’s help, to nurse them. 
Are we giving them this help? 

We have found it rather pathetic that 
a mother should be giving her nine 
months old baby the same formula pre- 
pared for her two weeks old baby when 
she left the hospital. We have found her 
amazed to learn that the mother who over- 
feeds her baby is as culpable as the one 
who underfeeds him, and that her name 
is legion. She gives up regretfully the 
family joke concerning Johnny’s distended 
abdomen when she learns its serious im- 
port and that she alone is responsible for 
it. She welcomes suggestions for the more 
palatable preparation of milk for the child 
who dislikes it. She begins to compare 
her child with Mrs. Brown’s child. She 
wants him weighed and measured period- 
ically. She becomes watchful of all the 
children of the neighborhood for early 
signs of communicable disease and right- 
eously condemns the less careful mother. 
She no longer holds “Daddy” responsible 
for Tommy’s enlarged tonsils, his winged 
scapulae or pronated ankles, and she knows 
their significance in his later development. 
In other words, she learns as much and no 
more of the fundamental principles under- 
lying the rearing of sound, healthy chil- 
dren as her physician is willing to teach 
her. 


The education of children also is de- 
pendent upon the attitude of the local doc- 
tor who must decide for himself how he 
can best serve his community. Children 
are naturally keen and eager to learn, and 
whether presented by kindergarten or 
Montesorri method, by health chores, clown 
or poster, a gospel of live and genuine in- 
terest will receive the zealous following of 
every youngster. 

A few tooth brushes and gold stars will 
stimulate tooth brush drills. A horizontal 
bar, a ball and encouragement in outdoor 
sports will lure every child to the open. A 
5-cent tape line tacked on the wall will in- 
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spire a demand for scales resulting in 
monthly reports of physical development 
side by side with reports of mental prog- 
ress. When a spirit of competition is es- 
tablished and the youngsters learn the sig- 
nificance of “growing foods,” the prob- 
lem of malnutrition and of the correction 
of mental and physical defects is well on 
the way to a practical solution. 


Other methods of education are by means 
of movable clinics for the treatment of 
defects as tried out by the State Board 
of Health of North Carolina, and the in- 
fant clinics held in rural sections of Min- 
nesota by Dr. Huenekins and the Public 
Health Association of that State. The 
Children’s Bureau is also endeavoring to 
interest communities in keeping well chil- 
dren well, and is using for this purpose a 
large closed truck known as the Child 
Welfare Special. It is electrically lighted 
and heated, is equipped with running wa- 
ter and complete camping outfit for a staff 
of three. It has a moving picture film, 
slides, projection machine, models, panels 
and other exhibit material. The interior 
is enameled white and its appointments 
are most complete, including cabinets, fil- 
ing cases and drawers for the storage of 
supplies. There is also an examination 
table and a weighing and measuring appa- 
ratus. It is manned by a physician, nurse 
and advance agent, who also serves as 
clerical assistant. 


In co-operation with various state boards 
of health the Child Welfare Special has 
interested counties in the welfare of their 
children and has endeavored to aid in 
crystallizing this interest into the estab- 
lishment of permanent centers. It is not 
necessarily an expensive type of work, 
especially where there are already public 
health physicians and local nurses in the 
field to do the advance and follow up work. 
While the movable child welfare station is 
not urged for city work nor yet for work 
in remote mountain districts, yet it is sug- 
gested for the consideration of state boards 
of health as being a quick, thorough and 
effective means of reaching their rural 
population, separated as they are by vast 
stretches of territory, yet segregated into 
small towns and communities whose name 
is legion. 
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DISCUSSION 


Dr. James A. Hayne, State Health Officer, 
South Carolina.—All that Dr. Bradley has said 
I agree with thoroughly. I find, though, that 
what the doctor gives from time to time as the 
poor feeding of children has varied as Dr. 

radley has said it does. The Bulgarian bacillus 
was the panacea for all evils about three or four 
years ago with the pediatrists. They used it for 
every conceivable disease. know one case of 
club foot in my part of the country that was un- 
successfully treated by that method. I find that 
has lapsed, and the clinic at the Massachusetts 
General Hospital says that Bulgarian bacillus 
has but little value in the treatment of children’s 
diseases. So we see one fallacy after another in 
infant feeding gradually discarded. There is one 
outstanding method of feeding of infants that 
will never lose its wiageged with the infant: 
that is, for the mother to nurse her own baby. 
If she can’t do that, then she has no right to have 
a baby. I think, perhaps, as we advance in civ- 
ilization we shall have certificates granted to 
prospective mothers or even those who desire to 
enter into a relationship where they may become 
mothers. They should not be allowed to enter 
into this relationship unless they give personal 
guarantee that they will nurse their offspring. 
There is no question in the world that is as dear 
to my heart as that of improving the children of 
the South. I say of the South, because I am 
talking about American children when I speak 
about children of the South. We talk about this 
country’s being a great melting pot. We say 
that we assimilate all the nationalities and make 
them into American citizens. There is only a 
grain of truth in this. Some people produce in 
large quantities, but are not producing quality. 
Quality is produced by the Americans. Now, the 
South is only two per cent foreign-born, including 
our negroes, who are good American citizens and 
have been here mostly for three hundred years. 
If we can produce and perpetuate the type we 
have in the South, then America will be benefited 
and our work will be worth while and the sacri- 
fices we have made in the last war will be worth 
while. 

Dr. Bradley can tell you that when she came 
to our State very few of the people she met had 
ever heard of the campaign for child welfare. 
Now we have an efficient bureau of child welfare. 
It is entirely too small for the needs of the 
children, but is a nucleus upon which we can 
build. 

A great trouble about the child is that from 
the time it is six years old it absolutely enters 
a new sphere of life and is cut off entirely from 
its association with the everyday workaday 
world. And its whole career is molded by what 
Dr. Claxton has called the “mobile infants,” 
namely, the teachers we have. They are usually 
well meaning girls of sixteen or eighteen or 
twenty, with very little information. What little 
information they have has been derived from the 
absolutely wrong teaching in the public schools. 
They are the ones who have to mold the career 
of these little children we turn over to them, to 
teach them what they please, to direct them in 
any way they please. As a consequence they neg- 
lect many things that we know are essential to 
the well being of these children. 
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Dr. Bradley’s traveling clinic is an excellent 
way of bringing the knowledge of health laws 
to people who otherwise would never get it. We 
have a traveling van that shows moving pictures. 
We have found that a great many people, children 
and grown people, have never been to a movie 
even though they live within seventeen miles of 
the capital of the state. One of the schools the 
other day took a census of the children, and a 
large percentage (20) had never seen a moving 
picture show. That was in a place where we 
thought every child had been to a movie. You 
can imagine what a wonderful revelation it is 
to the child who has never seen a moving picture 
to have these facts shown to him in an interest- 
ing manner. It sticks with them. The teachers 
of that school told me they never before had their 
children take such interest in the little talks they 
were making on hygiene, etc. 

They teach hygiene in our graded school sys- 
tem in the fourth and fifth grades. Imagine a 
child being taught from a dry text book on hy- 
giene when it is in the fifth grade, probably about 
nine years old, or even eight years old. We have 
in South Carolina five hundred thousand school 
children, and that is the beautiful progressive 
theory they are being brought ~. under. That is 
the public school system of the United States, or 
is of South Carolina. 

We believe in the Magna Charta of child’s 
rights, we want to be the Jean Jacques Rous- 
seau in that respect. I believe we should pro- 
mulgate to the world and hold aloft our banner 
that the child shall have certain definite rights. 
I have enumerated those rights a great many 
times and I am going to do it again. The first 
right the child has is to be conceived. This is an 
absolute right, yet it is a right that is absolutely 
denied to it by a large proportion of the popula- 
tion. Next after being conceived is the right to 
be born. They don’t dare deny the child this 
right openly, but they do it cm eagle and this right 
is often denied. The next right after it has been 
conceived and born is that it shall be born in 
such condition and under such circumstances that 
it will not be handicapped for life by either the 
ignorance and poverty of its mother or the dirt 
and insanitary conditions of the home in which 
it is born. After the child is born I believe its 
next right and primary right is to be nursed by 
the mother. That is an inalienable right that 
you can not take away from it. If it is nursed 
by the mother, the mother has the right to de- 
mand of the state that she shall be taken care 
of for a long part of this nursing period so she 
can devote the hours necessary to the nursing of 
her child and not be driven by grinding poverty 
or demands of society or the desire for a decent 
ae to stop giving this child this inalienable 
right. 

_In the pre-school period the child has the 
right that it shall be guarded against eommuni- 
cable diseases and not have to have measles and 
scarlet fever, diphtheria and a long train of things 
we call children’s diseases. 

After this period it has the right to go to 
school, has the right to have teachers who know 
how to teach, has a right to be taught those 
things that make it a successful citizen. It has 
a right to properly ventilated, properly cared for 
schools, so that it will not find the’ conditions of 
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the school detrimental to its advance in life and 
health. After having gone through all these, the 
state has a right that he be turned out a citizen 
who will take his _ as a wage-earner or' pro- 
ducing citizen and not as a parasite, one who 
will make a nation great, and one who will do 
away with the Bolshevism and unrest which is 
now all over the world due to the fact that our 
children have not been properly brought up. 


Miss E. W. Bears, Louisville, Ky.—Th-re were 
so many interesting things in Dr. Bradley’s ap 
that I wanted to answer as she read that the dis- 
cussion would be as long as the paper if I took 
them all. Before I begin the discussion I want 
to tell Dr. Hayne that there is one place where 
practical hygiene is taught to the school children, 
and that is in the City of Louisville under Miss 
Dolfinger. They are not given a dry book on 
hygiene; they are given practical lessons which 
they work out in their English and science classes. 
The work is being done intensively and the teach- 
ers are well trained. The pity of it is that the 
teachers stay in Louisville and very few go out 
in the State. Among the children, we doubt very 
much if in any school in Louisville you will find 
more than a dozen dirty ears or soiled hands, if 
you ask the children before 11 o’clock in the morn- 
ing. I can not vouch for it after recess. They 
come to school clean. 


The problem for rural as well as city work in 
infant feeding is such a big one that we are onl 
just touching it. It seems to me the public health 
nurses should be better trained in their work with 
the mothers, and in their personal touch with the 
mothers should know more about work. Dr. 
Sedgwick, for instance, is very successful in get- 
ting the mother to feed the baby from the breast. 
Few nurses know that it is possible to keep up 
breast feeding, for we give it up very easily. 
When the mother has not enough milk, the nurse 
shows her how to fix a formula. It is essential 
to give more teaching to the nurse along that 
line. It seems too bad that here in Louisville we 
can not have one part of the city at least to 
demonstrate in, where we can reach every baby 
and do intensive work and show the city how 
practical it would be for it to take over the wel- 
fare work; to reach every baby in the city that is 
registered. We only get the babies now whose 
names are sent in by the doctors or by the moth- 
ers who know our clinics, and I suppose we reach 
only a very small percentage. 


Then we go on to the school child. Some are 
woefully neglected. I don’t know what we shall 
do unless we have more public health nurses. 
One of the most important points brought out 
by Dr. Bradley is that in Kentucky the children 
are eating so much fried food. Dr. Veech, in 
the clinic of the Children’s Free Hospital, is 
teaching the mothers that they must eliminate 
that sort of feeding. She has now five hundred 
children under her care. I can vouch for the fact 
that the mothers of those five hundred children 
at least know that fried food is not what they 
should feed the children. I don’t know how well 
they are carrying out instructions. I do know 
that many children have begun and at least there 
is a small nucleus for that work, and these moth- 
ers are bringing in the neighbors and relatives 
for instruction. The mothers are amenable, 
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ready to receive instruction, if we can bring them 
to the clinics. 

I don’t see how the suply of trained nurses or 
public health nurses we have at present is going 
to cover the ground. It seems to me that we 
must start a scheme such as Dr. Knox suggested. 
A practical nurse should go into the home, meet 
the mother on her own ground, aid the nurse in 
her own district, help carry out her teachings, 
bring the people into the clinics where a trained 
nurse can reach them. One nurse can not reach 
all the mothers in her district. 

Regarding the willingness of teachers to aid 
in the work, Dr. Bradley says they are so glad to 
carry out the work the doctor or nurse gives them 
to do. In the city or county, in both Jefferson 
County and in Louisville, we find the teachers 
eager to learn. The nurse and the health physi- 
cian do all they can, but we need the support of 
the entire medical profession. 

We are not getting it at present. We are get- 
ting a small number of doctors interested enough 
to help out when we ask them, but it is almost 
impossible to bring our needs even before the 
medical profession. 

The general practitioner is not in the slightest 
interested in this work at the present time and 
unless he stands behind us and lends us more as- 
sistance in that way we shall continue to need. 

The physicians are not even willing to stand 
by the nurses in their bedside nursing. We have 
every day in the week almost some complaint 
from a physician who does not wish to have bed- 
side nursing done, very often doesn’t want the 
welfare nurse to instruct the mother. One need 
of the present day is for the physicians to know 


more about public health work and the far-reach- 
ing influence that public health workers have. 
If they do not actively support, they should at 
least allow the nurse to go in and instruct the 


mother. She does not interfere with the physi- 
cian’s orders; rather she carries out his instruc- 
tions. She does not antagonize the mother 
against the physician. She must be a tactful 
person. There are exceptions of course. One of 
the most important things is to train the private 
practitioner to the value of public health work 
among the children. 

Mrs. Jane Dahlman, Louisville, Ky.—I want to 
make a plea for the fathers. A great deal has 
been said about our mothers and our teachers 
and the medical profession and the responsibility 
of each in regard to this huge public health prob- 
lem, of rearing our children properly, of making 
them healthy, happy, efficient citizens. Don’t you 
agree with me that the father is also in a large 
measure responsible? Can not we look to him 
for help in this matter? Can not we help to edu- 
cate him? Can not the physicians get the co- 
operation of the “dads” in this problem? This is 
likewise a very important thing to do. 

Dr. A. T. McCormack, Louisville, Ky—I be- 
lieve the physical education of the school child is 
the most important matter that confronts the peo- 
ple of the United States today. It is the corner- 
stone, all four corner-stones, on which public 
health of the future is going to rest. But there 
is one special note I want to sound to my col- 
leagues in public health work in the matter of 
public health education. It is: we are to rear a 
generation of children who will in a few short 
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years demand of us and our profession more than 
we are now able to give, and unless we at the 
same time start to develop and organize a per- 
sonnel that can respond to their demands, those 
demands are going to be responded to by some 
other agency than those that are now producing. 
The school child who has gone through the eight 
years of the common school and been given thirty 
minutes each day in physical development in act- 
ual exercises,: who has been taught the health 
habits that he gets from the health chores, from 
the actual doing of health things every day, for 
which he receives rewards, and which he does in 
the form of organized play so that he enjoys it 
as much as any other game: this child is imbued 
with thoughts of th: necessity of health educa- 
tion on the part of the doctor that we are teach- 
ing him in these books. 


We are teaching them to call on their doctors 
for information. We are teaching the children, 
who are soon going to be grown, to ask their 
doctors whether they were at the last meeting 
of the county medical society. We are telling the 
children that if the doctor is not at the meeting 
and did not take part in it, the chances are that 
he is not a competent doctor. When those chil- 
dren become grown and begin to ask those ques- 
tions, are we dealing fairly with the men who 
are coming into our profession unless we also 
train them to respond to this demand? Unless 
we also place before them the increasing de- 
mands the people will ask for? For they are 
the men who will represent us before the world 
in this generation we are now talking about. 

The co-operation of the physician is easy to 
obtain in many lines. Miss Williamson, Director 
of our Bureau of Public Health Nursing, just 
said to me that she rather resented the sugges- 
tion that in this St..te there was ever any lack 
of co-operation in her work on the part of the 
physicians. But she sees a different phase of 
that co-operation. She goes to the doctor because 
she wants his help to put in a public health nurse 
in that county, to help make an organization in 
the county. She appeals on the highest plane of 
his interest, and to that of every other citizen to 
whom she talks. She gets a unanimous response 
from the profession. At the present time we 
have no exception to that. 

When it comes to individual nurses working in 
the community, the sort of co-operation is an en- 
tirely different thing. That depends upon two 
factors: first, upon the training of the nurse. If 
she has learned by experience she is apt to be as 
individualistic as the doctor is. The nurse who 
does not secure the co-operation of the doctors in 
solving the particular problem of the county to 
which she is assigned is a failure, no matter how 
much good she does or appears to do. The great- 
est good she does is to secure the co-operation of 
the doctors of the county because they are the 
only onés who will do anything. She must make 
her contact with the physician who wasn’t trained 
to public health work. She has no idea what she 
is doing as far as the detail of the work is con- 
cerned. She will be his hand-maiden, his part- 
ner, his co-operator, in doing certain large and 
important phases of his job. If she goes to him, 
comes in contact with him diplomatically, as she 
ought to do, he understands her usefulness just 
as he does the x-ray or any other machine of 
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precision. Then there is not the slightest trouble 
of getting the co-operation of the vast majority 
of the profession. That is as important a mat- 
ter as any other thing we have to do. It is hard 
to do because you have so many other things to 
do, too. But the thing I should urge above all 
other things is to get rid of the idea that it is 
important to put on a great spectacular job. The 
important thing for the nurse Is to relieve a single 
case. 

We must get the defects of the children cor- 
rected. If we can continue to have the co-opera- 
tion of the Children’s Bureau and the Public 
Health Service and all the other agencies doing 
this work, it is only a question of time before we 
shall have an educated teaching force. We are 
going to continue to have teachers from sixteen 
to twenty in large numbers, but if that sixteen- 
year-old girl or eighteen-year-old girl is trained 
in public health she will be far better able to train 
the child. When we have gotten the idea across 
to our educators and to our people that education 
for us must mean to teach the child, then, as an 
adult, he will know how to make a living in his 
natural environment. Education in this State 
has always tended to teach the child to get away 
from his environment and go somewhere else. 

I want especially to commend to this Section a 
course in physical education for common schools 
of ak eg yr age jointly by the State Board 
of Health and the State Board of Education. It 
has been put on largely through the assistance of 
the Interdepartmental Social Hygiene Board, 
which has furnished the funds. In putting this 
book in circulation and educating our children in 
the schools we have, I believe, done the best single 
shot work in tuberculosis that can be done; we 
have done the best single shot work in venereal 
disease that can be done, and in any other of the 
special lines. It is laying the basis on which any 
special one of them must be built if we are going 
to make them successful. 

Dr. S. W. Welch, Montgomery, Ala.—The 
thought that is taking hold upon the people, that 
public health education should be taken up in 
the public schools of our country, is the saving 
thought of the day. If we instruct the children 
in the science of public health and in the manner 
in which they should live in their first three or 
four years of school life, the problems which con- 
front the health officer of today will have been 
solved in this generation, and healthy public 
health thinking will solve all of the vexatious 
problems that are delaying the game for those 
of us who have the work to do. 

I want to protest against the criticisms that 
have been launched against the country doctor 
during all the sessions of this meeting. If the 
people knew how much the country doctor knew 
that he does not tell, I think if they knew how 
much of the burdens of the community in which 
he lives he carries in silence, if they knew that 
he was the best leader, the best adviser, and the 
poorest paid individual who serves his day and 
generation, they would sympathize with rather 
than criticise him. He may be ultra-conserva- 
tive. It is a fact that he may view with suspi- 
clon much that is called new and progressive. 
But if you take him into your confidence you will 
find him trustworthy and more capable than you 
had thought. He is as a rule a siioospher, and 


he is a far better educated man than the world 
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ever gives him credit for being. I believe that 
when the final count is taken in public health 
matters and in educational matters and in all 
uplift movements, the country doctor of the 
South will have the highest place that is going to 
be accorded to anybody. 

I don’t think that the witticisms and sarcasms 
which my distinguished friend from South Caro- 
lina, endorsed by my friend from Kentucky, has 
made against the public school system of the 
country, will hold water. And I really think if 
they had to conduct a public school it would not 
be anything like as good as the one we have. In 
some respects they are idealists. If we could get 
all of these things that they have suggested this 
morning it might be a good thing, but they are 
looking several generations ahead. I question 
very much whether, if the children in South Caro- 
lina or in Kentucky had all these special advan- 
tages suggested, they would know what to do 
with them. I have understood it took more than 
one generation to educate a man. The training 
we are getting in the common schools is probably 
as good as the children of the fathers of this 
generation could assimilate. The young women 
who have consecrated their lives to the develop- 
ment of the minds of the children of today, and 
are now turning their attention to the develop- 
ment of the bodies of the children of today, de- 
serve more sympathy than criticism. 

Dr. Bradley (closing).—Everything Dr. Hayne 
and other speakers have said is only an addi- 
tional arraignment of the doctor. Of course 
mothers, fathers, teachers and the public gen- 
erally are ignorant. I only ask whose fault is it 
and who is the only person who can meet the sit- 
uation? Certainly no parent is intentionally neg- 
lectful of his or her children. They are doing the 
best they know. The teacher also is conscientious 
and doing more perhaps than any other one person 
in return for a pittance of a salary. 

The nurse of course is the ideal agency for 
public health education of a community, but it 
will be many a day before rural counties can af- 
ford or can secure enough nurses to go around. 
Meantime it is surely the business of the physi- 
cian to share his knowledge and experience with 
those about him. 

For several years before becoming associated 
with the Children’s Bureau I was a private prac- 
titioner, specializing in diseases of women and 
children. I have attended many medical meet- 
ings and listened to learned, scientific papers on 
artificial feeding, and heard many men make the 
statement that the modern woman would not nurse 
her baby, out of consideration for her figure, or 
on account of the pressure of social duties. Yet 
in my own practice it was rare to find a woman 
refusing to nurse her baby, while it was a daily 
occurrence to find women grieving and struggling 
against their disappearing milk. I feel now that 
had I done my duty by these women I should have 
obviated the catastrophe of a bottle feeding by 
finding out what in their lives prevented the calm, 
serene regimen necessary to prolonged lactation. 
You will find the breast-fed baby in the country 
and the bottle-fed baby in the city, where women 
are subjected to more of nervous tension and 
strain. I feel very strongly that the physician 
with his superior knowledge and training is more 
responsible than the mother for this much mooted 
question which is costing the lives of thousands 
of babies every year. 
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SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 
OBSTETRICAL AND UROLOGICAL 


ACUTE DIFFUSE SEPTIC PERITON- 
ITIS* 


By A. L. BLESH, M.D., F.A.C.S., 
Oklahoma City, Okla. 


In the writer’s mind the peritoneum has 
always been visioned as a closed sac. The 
process of absorption therefrom, which 
has been pictured so simply in text books 
on histology as occurring through stomata 
more or less represented in diagramatic il- 
lustrations, has not seemed so simple a 
matter. In fact he will confess to a colos- 
sal ignorance as to an exact knowledge of 
this vital process. He does not know 
whether the peritoneum is the end-organ 
of the lymphatic system or not. But in 
confessing this ignorance it is his desire 
to lay claim to some definite clinical knowl- 
edge as to how the peritoneum acts and 
reacts toward infection. This knowledge 
has been acquired by clinical observation in 
an operative experience of some seven 
hundred cases. It is a fact that the peri- 
toneum is an organ capable of absorbing 
in some manner large quantities of toxic 
and non-toxic material; that toxic mate- 
rial is absorbed in direct ratio to the ex- 
tent of peritoneum exposed; that absorp- 
tion is also in direct ratio upward toward 
the diaphragm and that it is most active 
in the attic of the belly and of the abdom- 
inal attic the region of the crux of the 
diaphragm either above or below is the 
most vulnerable. 

The writer was taught the danger that 
lurked about the region of the crux above 
on the thoracic floor during his army ex- 
perience as chief of a large surgical serv- 
ice in a base hospital by noting the results 
in streptococcic empyema with crux metas- 
tases. These were demonstrated post- 
mortem, since all cases terminated fatally. 





*Read in Section on Surgery, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 


Since Murphy’s epochal paper no one 
questions the dictum that pus in the abdo- 
men, or, better said, infection in the ab- 
domen, is amenable to the same law as 
pus or infection anywhere. The periton- 
itis with which this paper deals will be 
that due to infections arising from a leak 
in the gastro-intestinal tract. It will not 
deal with intra-peritoneal circumscribed 
abscesses, no matter how large. The op- 
erative mortality in these should be small. 
It is frightfully high in the diffuse septic . 
peritonitis (free peritonitis) no matter 
how small the extent, if certain well de- 
fined principles, first emphasized by Mur- 
phy* are not followed religiously. 


The etiology, except in rare cases, of 
perforation of the abdominal wall is al- 
ways the same. It is a leak in the plumb- 
ing system of the body. Even when such 
perforation exists it is also most often due 
to a leak in the same sewerage system. 

In my cases, amounting to several hun- 
dred, approximately 80 per cent were due 
to disease of the appendix involving a leak; 
15 per cent to a leak arising in the gall- 
bladder or tract and the stomach, includ- 
ing the duodenum; 5 per cent from other 
and scattering causes, such as typhoid per- 
forations, malignant perforations, etc. 
While metastatic peritonitis may be admit- 
ted, the author has never seen a case. 


The mortality of diffuse septic periton- 
itis, the old general peritonitis under med- 
ical treatment and under the early phases 
of its surgical treatment in the best of 
computed statistics, was not less than 80 
per cent. In the author’s clinic for the 
past ten years it has been reduced to 20 
per cent in all operated cases. All cases 
were given the chance of operation which 
were not practically moribund upon enter- 
ing the hospital. The statistics have been 
reversed, i. e., instead of an 80 per cent 





*Perforative Peritonitis. Surgery, Gynecology 
and Obstetrics, Vol. 6, p. 365. 
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mortality we are able to show an 80 per 
cent recovery. 
FACTORS MAKING FOR RECOVERY 


1. Position.—In view of the fact that 
absorption is in direct ratio toward the 
diaphragm the deduction that the patient 
should be in a more or less sitting posture, 
both before and after operation, is simple 
enough. This principle is as simple as is 
the fact that water will run down hill, yet 
it has been the most often violated. Pa- 
tients are constantly being brought to us 
with inflammatory foci in their abdomens, 
lying down. 

2. Rest—The abdominal cavity can not 
be considered an inert bag filled with inert 
contents. Besides gravity, several factors 
making for the dissemination of infection 
must be reckoned with: (a) varying de- 
grees of intra-abdominal pressure due to 
the anterior wall of muscle; (b) peristal- 
sis of the gastro-intestinal tube; (c) pump- 
like action of the diaphragm which exerts 
a constant lifting and depressing action on 
the contents; (d) erosion. This constitutes 
a vicious circle in that the greater the 
spread of infectious contents, the greater 
the destruction of endo-thelium. This endo- 
thelium is the advance line of defense. A 
small leak which may be easily coffer- 
dammed when enlarged opens the way for 
floods of infectious material and toxins to 
pour through and overwhelm the patient 
in the first onset. He is overwhelmed be- 
fore he has had time to bring his own 
forces into action. 

3. Tension—The profession owes the 
memory of the great Murphy no greater 
debt than for his iteration and reiteration 
of the so obvious fact that the relief of 
pus tension rather than the too careful 
emptying of pus pockets is the sine-qua- 
non in the operative treatment of abscess 
anywhere, but especially in the peritoneal 
cavity. 

Callender’s dictum, uttered half a cen- 
tury ago, “do not milk an abscess,” should 
be pondered deeply by the surgeon who be- 
lieves in and practices doing “thorough 
work” in the abdominal cavity in the pres- 
ence of infection. The logical conclusion 
to that truism is Murphy’s motto, “get in 
quick and get out quicker.” All of us are 
prone to forget the simple things which 
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make for success. The “royal road” is 
looming always just ahead. 

4. Fluids —Water should be supplied in 
abundance and in such a manner as not to 
provoke peristalsis. Cold water per os 
will almost invariably do this. Also wa- 
ter in large quantity at a time will do the 
same regardless of the temperature. Hot 
water in small quantities per os will not, 
as a rule, do so. Water per rectum by the 
drip method with a gas escape is impera- 
tive. An escape of colonic contents is 
compelling when distension reaches a cer- 
tain point no matter what the distending 
material. When water is not tolerated it 
usually means distension (too rapid intro- 
mission) or the failure to provide a gas 
escape. A Y tube connection between the 
reservoir and the tip will provide this es- 
cape. A rubber tube connection to the free 
arm of the Y, with the end under water, 
will give the nurse a good line on the 
amount of gas passed. Such a Y tube will 
also provide an outlet when the patient 
strains and prevent the soiling of the bed, 
for escape in some way it must. Murphy 
stressed this point particularly, and to pro- 
vide for the escape of a plus quantity of 
water or accumulations of gas directed that 
the reservoir should be suspended not over 
six to fourteen inches above the level of 
the buttocks. 


CAUSES OF DEATH 


Rarely is death due to septicemia. Tox- 
emic death is the rule. The above is not 
true of circumscribed peritonitis. This 
forms abscesses and, being limited, the ab- 
sorption area is too small to admit a lethal 
dose of bacterial toxins. The primary 
overwhelming of the system with toxins 
is spoken of as “shock,” and very many of 
these patients die during this “protracted 
shock.” If they rally, it is because local- 
ization, however extensive, has com- 
menced. During the reaction stage inju- 
dicious operating may cause death by open- 
ing new avenues of absorption. This tips 
the already balanced scale against the pa- 
tient. 

In spite of animal experimentation to 
the contrary, it is the opinion of careful 
clinicians that inflammation tends to re- 
tard rather than hasten absorption. The 
leucocytic tissue infiltration incident to in- 
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flammatory reaction blocks the !ymphatic 
channels and cofferdams the area. This is 
well recognized in inflammations in other 
regions and is the reason abscesses form. 
The peritoneum is no exception to the rule. 
When it does not occur the patient devel- 
ops septicemia. He does exactly the same 
with peritonitis. 

But why does the patient develop tox- 
emia in the beginning in peritonitis and 
mild or severe septicemia with later tox- 
emia in infectious inflammations else- 
where? 

The fundamental reason is that the bac- 
teria meet with early death in the peri- 
toneal cavity. It is well known clinically 
that the peritonitis patient who survives 
the early “shock” usually recovers with 
abscess formation. In the early phases of 
peritonitis, the phase in which most of 
the deaths occur, blood cultures are nega- 
tive. The reason that so-called post-puer- 
peral peritonitis is so fatal is that it is a 
true septicemia. The infection begins as 
a cellulitis and when it involves the peri- 
toneum it almost always does so from the 


rear. 
Death is due, as I said, to toxemia and 


not bacteremia. But there are two sources 
for the toxemia. First, that which gives 
the initial shock and which kills many of 
the patients. These are the endo-toxins 
of the killed bacteria absorbed from the 
peritoneal cavity. Second, within three 
days to a week after the patient has re- 
acted from this, another phase appears. 
This arises from absorption of toxins from 
a paralyzed bowel and in no wise differs 
from that due to mechanical obstruction. 
Nature attempts to dispose of this often by 
initiating a diarrhea. That is hint enough 
to the wise. Now is the time for that dose 
of castor oil that you have been itching to 
give. 


THE BLOOD COUNT AS AN OPERATIVE GUIDE 


In estimating the value of this, the 
writer has wobbled considerably during 
the past decade. Several years ago he was 
quite sure that a high differential stood 
against immediate operation. This might 
have been true were it a fact that the poly- 
morphonuclears are a fixed quantity in the 
blood. In that case a high blood content 
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would indicate a scarcity on the field of 
battle. 

Increasing clinical experience has taught 
the writer that the earliest possible time 
is the best time to operate provided the 
operation is done deftly, quickly, sans 
manipulation, sans needless traumatism 
and accomplishes the end in view, i. e, 
the stoppage of the leak and the relief of 
pus tension. The blood count may be a 
very deceptive thing. 

Case 1—A physician, giving the history of 
several recurrent attacks of pain associated with 
tenderness in right lower quadrant of abdomen 
which conformed to rather typical attacks of ap- 
pendicitis, came into the hospital one morning to 
attend to his routine work. While there he inci- 
dently complained to my associate, Dr. Stout, of 
a moderate degree of pain in his right iliac re- 
gion. Dr. Stout examined him and found that 
he had a moderate temperature (100°) in asso- 
ciation with slight soreness, and ordered him to 
bed with the diagnosis of sub-acute recurrent ap- 
pendicitis. Rigidity of muscles was not in evi- 
dence. By request of Dr. Stout the writer saw 
him in the evening. The patient at this time had 
a temperature of 104°, diminished soreness, no 
rigidity. His blood count was 15,900; differential 
86 per cent at 9 a.m. A chill preceded the tem- 
perature elevation. The high leucocyte count 
with chill and high temperature brought vividly 
before us the question of pneumonia. His lungs 
were examined by Dr. Rucks and pronounced neg- 
ative. Twenty-four hours later he had B. C. 
8700, polymorphonuclears 92 per cent. Here it 
remained. There was diminishing soreness, no 
rigidity. The patient looked well, but had had 
another chill with high accession of fever. He 
was operated upon thirty-six hours after admis- 
sion. 

Findings.—Retroceceal, retro-peritoneal, acutely 
inflamed appendix. Infection involving the cellu- 
lar retro-colonic connective tissue because of ab- 
sence of peritoneal protection. Tip of appendix 
lay beneath the liver. 

Remarks.—Rigidity was absent because inflam- 
mation did not touch parietal peritoneum. Ten- 
derness was mild because the distended colon 
acted as an air cushion or a shock absorber to 
the palpating finger. The chills were from direct 
absorption into cellular lymphatics of both toxins 
and bacteria, a mild toxemia and _ septicemia. 
Falling leucocytosis a rising differential with an 
advancing infection; patient not overwhelmed. 
In fact, in such a blood count we have been taught 
to expect a very ill and overwhelmed patient. 

Case 2.—A young man entered the hospital 
with the following history: he received a severe 
blunt blow in the abdomen four days _ before. 
Within four hours he began suffering severe ab- 
dominal pain. A very excellent physician of good 
diagnostic ability was called and found the ab- 
domen tense, moderate temperature, marked dif- 
fuse soreness, nausea and vomiting. A diagnosis 
of acute traumatic peritonitis was made and the 
patient was placed in Fowler’s position. Four 
days later, when the patient was brought to the 
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hospital, the abdomen was not hard, but there 
existed a marked tympanitis. His pulse and tem- 
erature were normal. The _- had been rang- 
ing over 100 according to the physician’s state- 
ment. The blood count was leucocytes 7100, poly- 
morphonuclears 80 per cent. A tentative diag- 
nosis of acute appendicitis in the subsiding stage 
was made. Very minor tenderness was present, 
though the history and the physician’s statement 
showed that this had been most intense and dif- 
fuse. The patient continued to improve, the 
blood count did not go above the initial count for 
several days. Since it seemed unsafe to send him 
home, operation was recommended and accepted. 
This was done by Dr. Stout, who found a retro- 
cecal abscess with ruptured appendix. 

When there are clinical symptoms of ab- 
dominal inflammation, a bottle makes an 
excellent and safe resting place for the 


appendix. 
ETIOLOGY, PROGNOSIS AND COMPLICATIONS 


Enough has already been said relative 
to the etiology of acute septic diffuse peri- 
tonitis, to indicate that from the writers 
point of view a leak in the sewerage of the 
body is, in the main, the point of origin. 
Animal experimentation agrees with clini- 
cal experience in proving that the cecum 
is the most septic area in the entire gastro- 
intestinal tract. It is the septic pool of the 
body. This fact brings the diseased ap- 
pendix forward as the principle causative 
factor. It also emphasizes the necessity 
of prevention both from the standpoint of 
mortality and morbidity. 


Any abdomen in which there has been a 
spreading infection is a potential source 
of trouble. Adhesions remain the plague 
of the surgeon. It is fortunate if they are 
so located that they do not obstruct a hol- 
low viscus or compress a sensitive organ. 
Largely, the prevention of diffuse: perito- 
nitis resolves itself into the early removal 
of a diseased appendix. Early renioval of 
a diseased appendix means removal before 
rupture. Theoretically all of us believe a 
diseased appendix should be removed, at 
once. Practically this is not nearly always 
done. At the first signal of inflammatory 
abdominal disturbance every patient should 
be placed in the Fowler position. This is 
rarely done. When called in consultation 
almost invariably we find them lying down. 
They are transported lying down. Many 
have absorbed a lethal dose hefore they 
reach the hospital and if that has noi hap- 
pened, the dorsal decubitus has encourag- 
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ed multiple abscess formation, necessitat- 
ing many incisions and prolonged drain- 
age. 

Since the cause is a leak some-where the 
treatment is the same, i. e. quick incision, 
stoppage of the leak and drainage. The 
pylorus and duodenum furnish with the 
gall bladder, the next frequent source. 
When the case comes to the surgeon as a 
peritonitis, as a rule, the history is his sole 
guide. 

Case 3.—Dr. S., without previous history of 
abdominal trouble of any kind, was_ suddenly 
seized with agonizing abdominal pain which in 
the beginning was right sided. The attending 
physicians diagnosed a ruptured appendix. The 
writer first saw the case in consultation ten hours 
from its inception. Careful inquiry elicited the 
fact that the pain began suddenly in the right 
upper quadrant of the abdomen, gradually ex- 
tended downward and finally reached across the 
lower abdomen. 


Diagnosis.—Peritonitis due to a perforating acute 
silent duodenal ulcer. In deference to the opinion 
of the very excellent attending physicians and in 
consideration of the fact that a low drain would 
be required any way, the abdomen was opened 
over the appendiceal region. An appendix which 
was intact, but which was participating in a 
spreading circumferential peritonitis was brought 
into view. Stomach contents was guttering along 
the colon to the outer side, and a puddle was 
found in Douglas’ sac. An incision over the py- 
lorus and duodenum brought in sight a non-indu- 
rated leaking opening in the duodenum as large 
as a lead pencil. Repaired, drained, and the pa- 
tient recovered. 

Perforating tuberculous and typhoid ul- 
cers and carcinomata come in for a fair 
share of blame in causation. 

As our cases have run, of those dying 
with and without operation, 80 per cent 
have recovered. A _ distressingly large 
share of these have come in for a post-peri- 
tonitis morbidity. It is not a post-opera- 
tive morbidity. 

The complications with which the sur- 
geon must deal have been incidentally men- 
tioned above. The earliest in point of time 
is multiple abscess formation. In so com- 
plicated a cavity as the peritoneal with its 
many duplicating folds of peritoneum and 
the coils of bowel plastered together, under 
the best management this is to be antici- 
pated but when favored by lack of care in 
positioning the patient is it to be expected. 

Of rather infrequent occurrence and of- 
fering extreme difficulties in diagnosis is 
subphrenic abscess. Contrary to what one 
might expect, it is not the retro-cecal ab- 
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scess cases which furnish these, but the 
cases of multiple pockets. This adds to 
the confusion in diagnosis, since continued 
fever is one of the important diagnostic 
signs of subphrenic abscess. The author 
has seen three subphrenics rupture and 
discharge through the lung in cases of 
multiple abscesses where a diagnosis was 
not made before rupture. Fortunately, all 
the patients recovered. 

Acute and chronic obstruction of the 
bowels through stenosing adhesions is both 
an early and late complication of great 
concern. The solution of the surgical 
problem involved is often complex indeed. 
Often a large area of intestine is involved 
in an inextricable confusion which can be 
relieved only by short circuiting. At other 
times many areas close together or far 
apart are involved in such a manner that 
multiple resections offer the only way out. 
In dealing with this complication the sur- 
geon often must travel devious ways to 
reach the goal of an open gastro-intestinal 
tract. 


Fecal Fistulae—These usually occur 


early and close spontaneously provided 
the bowel is not stenosed distally. Often 
times indeed the spontaneous establish- 


ment of a fistula is a life-saver to the pa- 
tient. Unless it occurs so high in the 
tract as seriously to interfere with the nu- 
trition of the patient it should not cause 
concern to the surgeon and should be left 
alone. The writer has often sent such as 
were improving home with instructions to 
return in several months if the fistula did 
not heal. Many of them healed. Some 
few returned when the matter was easily 
dealt with, as a rule. Most of them close 
spontaneously before the patient leaves the 
hospital. 

Treatment.—As in abscess anywhere, it 
is now conceded by all that the treatment 
is surgical. Since death is the result of 
toxemia and not bacteremia (septicemia) 
not only should surgery be applied early 
enough to forestall a lethal dose, but every 
means should be utilized to prevent this 
absorption. There are two ways in which 
to limit the toxemia within safe bounds 
while waiting the surgeon or transport- 
ing the case. 

1. Limit the absorption to a minimum 
by sitting the patient up from the begin- 
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ning of every attack of intra-abdominal 
inflammation. It is no longer necessary to 
go into the merits of this procedure. It 
is conceded by all in theory, but neglected 
by too many in practice. The stimulus for 
this paper exists in that fact so often 
forced upon our attention rather than the 
presentation of anything new. 

2. Aid elimination by the rectal drip as 
Murphy demonstrated. Purgatives are to 
be avoided. 

3. Give morphin with an _ unsparing 
hand after the diagnosis has been clearly 
made. Limit the pumping action of the 
diaphragm by pushing down the respira- 
tion to 10 to 12 to the minute. The writer 
has without fear pushed it down to 8 per 
minute. 

Long before the surgical era for per- 
itonitis, Alonzo Clark showed the value of 
morphin in peritonitis. In its use the 
writer is not in accord with Murphy, but 
with Dr. Crile. 

The main object of all treatment should 
have in view the earliest possible surgical 
intervention. Surgery should aim at two 
things only: drainage and the stoppage of 
the leak. Operation should never be pro- 
longed and must be shockless. He who is 
over ten minutes in a case of diffuse septic 
peritonitis is too long. Surgery must be 
gentle. No fumbling, no mauling of the 
tissues. Make as definite a diagnosis as 
to the cause as possible. Go directly to it 
without visceral handling. Place the drain, 
which should be a simple, soft rubber 
fenestrated tube, and get out. Operate 
with the patient sitting in his bed, set the 
drip going, narcotize him, leave the belly 
alone, don’t hurry bowel action, give sips 
of hot water only by the mouth. Use no 
ether, but gas and local anesthesia, or local 
alone as indicated. Ether has become al- 
most obsolete in our clinic. Fowler’s po- 
sition, to be effective, should, and must be, 
continuous. 


CONCLUSIONS 


1. The cause of peritonitis of the septic 
type is most often a leak somewhere in 
the piumbing system of the body. 

2. Absorption of toxins and endo-toxins 
is facilitated by (a) upward extension, 
(b) peristalsis, (c) diaphragmatic action. 
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3. Since absorption is facilitated by the 
factors mentioned above, all of said fac- 
tors should be minimized first by position- 
ing the patient always upon the first sus- 
picion of intra-abdominal inflammation 
while waiting for a diagnosis. As soon as 
the diagnosis is made, operation should be 
planned, peristalsis controlled, and dia- 
phragmatic action limited. 

4. It is imperative to withhold purga- 
tives in all cases suggestive of intra-ab- 
dominal inflammation from the beginning. 

5. The treatment is surgical and must 
be clean and incisive. So-called “thorough 
work,” which is time-consuming, is to be 
avoided. It consists in simple drainage 
without fumbling and mauling of the tis- 
sues. 





DISCUSSION 


Dr. J. A. Crisler, Memphis, Tenn.—After lis- 
tening to Dr. Blesh’s paper I have been wonder- 
ing how Shakespeare felt when he had finished 
writing his Hamlet, and whether he wanted to 
get the views of Bacon or Johnson or some of his 
other contemporaries upon the subject matter be- 
fore letting it go into print. 

Like the great dramatist who had finished his 
Hamlet, Dr. Blesh likewise in his paper has said 
about the last accepted word on the surgery of 
peritonitis. The question of the position of the 
patient’s body is a very important one, as he has 
explained to us that the upper part of the abdo- 
men absorbs the toxins more rapidly than does 
the lower part, due to the distribution of the lym- 
phatics of the abdomen, which emphasizes the 
importance of the Fowler position before the sur- 
geon can be reached. 

Dr. Southgate Leigh, Norfolk, emphasized the 
importance of this matter in a paper read before 
the Atlanta meeting of this Association some few 
years ago. 

Dr. Blesh has reduced his death rate in cases 
of general septic peritonitis from 80 to 20 per 
cent, which is a beautiful thing to do; still he 
means he must lose twenty cases out of every one 
hundred in spite of the excellent measures that 
he has adopted. I do not wish to inject into the 
paper a discussion on the use of iodin as has 
been advocated by me and a few others, but I 
firmly and conscientiously believe that by its use, 
as previously set forth, this 20 per cent of mor- 
tality can be reduced to at least 5 per cent. How- 
ever, he has not and perhaps will not accept this 
form of treatment, because it seems to shock the 
surgical conscience of most of the men who ever 
heard about it, to say nothing of trying it. 

I wish to thank the doctor for his paper and to 
say that he has given us the last accepted word 
on the so-called general peritonitis or diffuse 
septic peritonitis or whatever term he wishes to 
use in describing a condition that seems to call 
for so much care and consideration and mortality 
in the hands of our best surgeons. 
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Dr. L. J. Moorman, Oklahoma City, Okla.—A 
few days ago when Dr. Blesh called me over the 
*phone and requested me to discuss his paper, I 
remonstrated on the ground that I knew nothing 
about surgery, but he insisted and I am here. I 
think, however, that it is very fitting to have this 
subject discussed by internists, and I am sorry 
Dr. Blesh did not choose more wisely. 


In discussing this from the internist’s stand- 
_— I should like to refer first to prophylaxis. 

he general practitioner sees these cases before 
the surgeon sees them, and it seems to me that 
if the internist were sufficiently impressed with 
his ——— this 80 per cent of cases that 
come through appendicitis might be greatly di- 
minished, and before I leave this subject I would 
like to ask Dr. Blesh to tell us in closing whether 
surgeons have noticed any decrease in general 
— since the teachings of Fowler and 

urphy regarding position. If we were awake 
to the fact that in every case of acute appendi- 
citis there is a possibility of a peritonitis, and 
should seek surgical help early, it seems to me 
many of the cases of acute general peritonitis 
might be avoided. 


As Dr. Crisler has said, there is nothing I can 
add to Dr. Blesh’s paper, and I wish only to em- 
phasize one point, and that is rest. I think rest 
is the greatest therapeutic agent known today, 
especially in inflammatory conditions. A few 
years ago Dr. W. W. Keen, in speaking of the 
elder Gross, made this statement, referring to his 
power as a teacher. When he began to talk to 
the boys about joints he said: ‘When you have 
an inflamed joint give it rest; in the name of 
God give it rest.” I think that applies particu- 
larly to the condition Dr. Blesh has discussed in 
his paper. Not only physical rest, training the 
body to rest in the semi-upright position, but if 
possible a certain degree of mental rest, and I 
might say physiological rest. By this I mean 
the withdrawal of all food both fluid and solid. 
Anything taken by mouth, not only increases the 
general peristalsis, but the glands are stimulated 
and the digestive juices add to the volume of in- 
testinal contents, and the work of the intestines 
is thereby increased, and absorption of toxins fa- 
vored. Morphin should be used freely in these 
cases, as it is one of the most effective means of 
securing the desirable rest. 


Dr. W. A. Bryan, Nashville, Tenn.—There are 
two or three points I should like to mention in 
connection with Dr. Blesh’s excellent paper. 


In the first place, I think we are a little bit 
tangled up in our nomenclature about peritonitis. 
In 1910 I asked Prof. Stoerck, who was holding 
2,000 post-mortems annually and had done so for 
many years, if he thought that a case of acute 
general peritonitis—by which I meant a periton- 
itis covering the entire peritoneal surface—ever 
got well, and he said “No” very decidedly. If I 
understood Dr. Blesh —this is not criticism of 
him, just criticism of our literature and our way 
of talking—when he refers to a general periton- 
itis or the possibility of its becoming general, and 
limited free peritonitis which has not yet at- 
tacked the whole of the peritoneal cavity, they 
mean much the same. I have had no reason to 
doubt Dr. Stoerck’s statement in the last eleven 
years. I have the habit of looking upon the 
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peritonitis that involves the whole of the per- 
itoneum as fatal; they all die. ; 

The second point is in regard to mauling. I 
think that is a good word. Quick work, as little 
anesthesia as possible and as little trauma as pos- 
sible are absolutely necessary in caring for these 
cases. I do not think we are in the habit of 
analyzing what we mean by trauma as well as 
we might. We go in and see pus, and we say 
that must involve only the right half or the right 
quadrant, or the lower half, and therefore if we 
pack a lot of gauze into the abdomen and keep it 
from getting into the upper regions, we will be 
doing good to our patient. I think that is a 
mistake. That takes time, and I think the thing 
to do is to go in and drain, as the doctor has 
suggested. 


The third point is the tendency so many of us 
have to depend upon the laboratory to do our 
work. We have had one paper on this, and I 
know of another one that will deal with the same 
subject. I refer here particularly to the blood 
count. The laboratory is an aid in surgical diag- 
nosis only when it brings evidence that will help 
you to interpret each case and make an accurate 
diagnosis. This month I have seen a case with 
an enormous accumulation of free pus in the 
abdomen and a blood count of 7,600 after the per- 
foration. Then on another day I saw a com- 
pletely ruptured appendix with a leukocyte count 
of 7,000, and a week later a leukocyte count, in 
a patient full of pus, of 6,000; so we must not 
say that a leukocytosis of 15,000 to 20,000 is 
worthless, but we can not say that because these 
patients do not have an increased leukocyte count 
they do not have a peritonitis. 


Dr. Edward G. Jones, Atlanta, Ga.—I imagine 
the individuals to whom we are most indebted in 
this country for improvement in the handling of 
such patients as Dr. Blesh has discussed are Dr. 
Murphy and Dr. Crile. It is useless for me to 
remind you of the advances made by the former; 
and, while Dr. Crile is not present, I think he 
would endorse one’s saying that the chief contri- 
bution in his opium-water-position treatment is 
in the free administration of opium. Our own ex- 
periences during the last two years have been 
most satisfactory. We used to hear Dr. Murphy 
say that if the patient were given proctoclysis 
and it was expelled it was not properly given. 
This may be correct, but we are confronted with 
the practical fact that in the practice of the aver- 
age surgeon the rectal administration of fluids is 
frequently disappointing. It is doubly unfortu- 
nate for one to depend on proctoclysis and dis- 
cover after six hours, or such a period, that the 
fluid is not being absorbed; and these are such 
patients for whom such a delay is particularly 
disastrous. We feel, therefore, that in such crises 
it is better to resort to subcutaneous or intra- 
venous administration. I would perhaps be ven- 
turesome (in the light of the evident views of 
the essayist and those who have discussed his 
paper) to suggest that there are many surgeons 
now who believe that the Fowler position may 
not be possessed of the merit which has been ac- 
corded it. 

Evidently the last word respecting absorption 
from the abdominal cavity has not been said. The 
recent observations of Hertzler on this point are 
interesting and worthy of consideration. 
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Dr. Blesh (closing).—In closing this discussion 
I wish, first, to thank the speakers who so kindly 
and charitably discussed the paper. 

In regard to the question brought up by Dr. 
Moorman as to whether there has been a notice- 
able reduction in the number of cases of periton- 
itis developing since the introduction of Fowler’s 
position, I will say that it is difficult to answer. 
The surgeon does not see these cases in the begin- 
ning and only in the early stages is the time 
when they would be cured by this measure, if at 
all. My personal belief is that many of them 
can be overcome by proper measures other than 
surgery if taken early. 

Relative to the distinction of the definition of 
general peritonitis, the writer explained in the 
beginning what was meant in the paper by the 
term “diffuse septic peritonitis.” I, too, sat un- 
der the teachings of the great writer mentioned, 
and I am quite well aware that recovery from a 
complete peritoneal involvement in an inflamma- 
tory process would be just as impossible as for a 
patient to recover from a complete burn of the 
skin. I do not think a patient could live long 
enough to have the entire peritoneum involved. 
What we mean is, that we are dealing with a 
spreading peritonitis in contra-distinction to a 
circumscribed abscess of the peritoneal cavity. 

In inviting Dr. Crisler to open this discussion, 
I did so for the reason that I knew he has radical 
ideas in the surgery of the condition which he 
has the courage to back up in practice. We came 
together once before in a friendly way and I 
learned to admire his open frankness. I have a 
personal admiration for his ability and surgical 
skill, but notwithstanding I have always ques- 
tioned his plan of flooding the abdomen with 
iodin. I would be fearful of extending the al- 
ready existing tendency to adhesions. However, 
I am frank to say I have never tried it, but I hope 
some day to visit Dr. Crisler at his work, which 
may bring my courage up to the sticking point. 

I asked Dr. Moorman to discuss the paper be- 
cause the internist has a message for us in most 
surgical conditions. 

The blood count is not to be relied upon alone. 
The course of action is to be determined and the 
diagnosis made by the grand ensemble. 





MANAGEMENT OF THE SURGICAL 
KIDNEY* 


By R. L. SANDERS, M.D., F.A.C.S., 
Memphis, Tenn. 


The general surgeon is frequently called 


upon to treat diseased kidneys. Braasch 
has recently said that the ideal status of 
the urologist is that of an internist or a 
general surgeon who specializes in dis- 
eases involving the urinary tract., Before 
diagnosis can be cleared up, many abdom- 


*Read in Section on Surgery, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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inal lesions require the use of special 
agents made available by the urologist. 

The improvement and development of 
kidney surgery have been brought about 
by a better understanding of pathology, 
while modern clinical methods and labora- 
tory examinations have been of even 
greater service in enabling us more accu- 
rately to interpret the existing condition. 
The x-ray, the cystoscope and the renal 
functional test are the agents which have 
been most useful. Before one performs 
any surgical operation on a kidney, it is 
necessary that the condition of the opposite 
kidney be known, and it is here that the 
agents used by the urologist are valuable. 
General surgeons should at least be thor- 
oughly acquainted with these methods and, 
fully appreciating their value, should know 
how to interpret the findings. Pyelograms 
have been quite helpful to us in the man- 
agement of many surgical kidneys, but we 
always discourage bilateral pyelography at 
one examination. 

In unilateral kidney lesions, the major- 
ity of patients stand operations well. Not 
only have the patients been gratified with 
the brilliant results obtained in surgical 
diseases of the kidneys, but we have been 
more pleased with the management of 
these cases than with any other class of 
cases so treated. There is usually a wide 
margin of safety in functional capacity of 
the kidney, for even half of one kidney is 
sufficient to sustain life and maintain a 
fair degree of health. On this account, 
especially when the opposite kidney is com- 
petent, we do not hesitate to sacrifice a 
kidney that is a menace to the patient. 


A factor which tends to lower mortality 
and prevent accidents in the management 
of surgical diseases affecting the kidneys 
is a properly placed and liberal incision. 
When proper exposure is made, one can 
recognize and repair damage done, but if 
working through an inadequate opening, 
the operator is at a great disadvantage. 
The incision most useful should begin at 
the vertebro-costal angle and curve down- 
ward and forward along the course of the 
twelfth rib, extending as far anteriorly as 
the case at hand necessitates. The ilio- 
inguinal and ilio-hypogastric nerves should 
be pushed aside and not injured. In the 
case of a kidney enlarged from any cause, 
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it is usually necessary to divide the mus- 
cles transversely. We have not seen any 
ill effects from an extensive severing of 
the muscles. 

In cases of large, infected kidneys, the 
question often arises as to the advisability 
of removing the organ or draining it and 
subsequently doing the nephrectomy. It 
has been our experience and observation 
that a primary nephrectomy is safer, more 
easily accomplished and materially short- 
ens the convalescence of the patient. There 
are possibly a few cases where the condi- 
tion of the patient will not warrant such a 
procedure and a simple drainage under Jo- 
cal anesthesia may be better. But the pro- 
longed drainage with absorption of septic 
material, plus the dangerous and difficult 
removal of an adherent kidney secondary 
to drainage, leads us to employ primary 
nephrectomy in most of our cases. This is 
particularly advisable in cases of tubercu- 
lous pyonephrosis. 

Whether to drain a wound or to close it 
tightly is a question that often presents 
itself. Unless great soiling has occurred, 
it is our custom to close all wounds where 
the pathology is tuberculosis. Even then 
in many cases the wound can be washed 
and closed with safety. The matter of 
drainage must be decided by the operating 
surgeon according to the indications of the 
particular case at hand, but we simply call 
attention to this phase of the subject to 
discourage the use of drain tubes unless 
absolutely necessary. The convalescence 
can be materially shortened and the 
wounds are better when they can be closed 
primarily. 

Injuries to the Kidney. — Persistent 
bloody urine, following contusion or injury 
to a kidney, usually calls for early explora- 
tion. If the pelvis or the ureter is found 
to be lacerated and infection seems likely 
to invade the parenchyma, a nephrectomy 
will usually be necessary. The chances for 
saving such a kidney after extensive lace- 
ration, stab or gunshot wound are very 
slight. 

Hydronephrosis.—We are reasonably as- 
sured that hydronephrosis will not develop 
from simple ligation of the ureter. It has 
also been shown that after complete ob- 
struction of the ureters for two weeks, kid- 
neys will return to normal function and no 
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appreciable hydronephrosis result. A hin- 
drance to the outflow seems the most con- 
stant cause for dilatation of the kidney 
pelvis. When anomalous blood vessels 
cause the hindrance, their division will oc- 
casionally relieve the condition. But as a 
rule the unilateral hydronephrosis of con- 
siderable size, whether intermittent or per- 
manent, can be relieved only by nephrec- 
tomy. Plastic operations on the dilated 
pelvis have not been satisfactory, but in 
case of hydronephrosis of an only kidney, 
one would be justified in using the Peck op- 
eration of “splinting the ureter.” 


Pyonephrosis.—Pyogenic infection of 
the kidneys is frequently secondary to in- 
fection elsewhere in the body and may be 
bilateral or unilateral. When multiple cor- 
tical abscesses form and the kidney is 
greatly damaged, a nephrectomy becomes 
urgently necessary. The common type of 
pyonephrosis is that of some infection com- 
bined with obstruction to the outflow of 
the urine, often a later stage of simple 
hydronephrosis. When bilateral hydro- 
nephrosis occurs secondary to prostatic ob- 
struction or urethral stricture, infection 
quite frequently results. In such cases, 


drainage of the kidney pelvis by incision 
may be necessary, but as a rule this is not 
satisfactory and we do not often practice 
it. Unilateral pyonephrosis is the common 


type and nephrectomy is usually indi- 
cated. When the remaining kidney is 
competent and the function is good, we 
know of no class of cases in which better 
results may be obtained by removing the 
damaged kidney. If the obstruction is 
due to stone and the kidney is not com- 
pletely destroyed in function, it may be 
advisable to remove the stone and drain 
the kidney with the hope of saving it. In 
our hands, this has been quite unsatisfac- 
tory and a nephrectomy later has to be 
done. Unilateral tuberculous pyonephro- 
sis always demands the removal of the 
kidney even though other foci exist; for 
such removal gives the patient a better 
chance to get well. A liberal incision in 
such cases is very necessary to facilitate 
the work and to make satisfactory work 
possible. The ureter should be _ isolated 
and much of the perirenal fat extirpated 
to avoid infection. 
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Stones.—One doing routine x-ray work 
in all kidney conditions is surprised at the 
frequency of bilateral lithiasis. In a series 
of cases presenting stones, probably one 
case in six or seven will be found bilat- 
eral. In handling such cases, it is best to 
operate on one kidney at a time, doing the 
second operation soon after the convales- 
cence from the first. Stones in the ureter 
and small ones in the kidney should not 
be treated surgically unless sufficient time 
has elapsed to allow them to pass spon- 
taneously. Probably 50 per cent of such 
stones can be removed by cystoscopic ma- 
nipulation in case they do not pass of 
themselves. Impacted stones with infec- 
tion make immediate removal necessary 
before damage is done to the kidney paren- 
chyma. For the surgical removal of 
stones, we again employ the long incision 
and deliver the kidney outside of the body. 
Unless the stones are cortical or imbedded 
in the substance, we do only the necessary 
simple pyelotomy and refrain from doing 
a nephrotomy. To avoid the blood supply, 
the kidney pelvis should be opened poster- 
iorly and a free incision made to admit the 
exploring finger. By this technic, fewer 
stones will be left and there will be fewer 
recurrences. In the end, it probably mat- 
ters little whether the pelvis is sutured er 
not. But in cases not frankly infected, the 
closure with fine catgut certainly shortens 
the convalescence in many cases by pre- 
venting drainage of urine. Several of our 
cases have had no drainage whatever. 


In cases of either a large branched stone 
or multiple stones where the kidney func- 
tion is low and a moderate degree of in- 
fection exists, we consider nephrectomy 
advisable. We are more and more con- 
vinced that such kidneys are not only irre- 
parably damaged, but that they are real 
sources of harm to the patients. Bilateral 
renal lithiasis with moderate pyonephrosis 
and co-existing ureteral stones are met 
with occasionally and are problems to be 
handled in the way best suited to the exi- 
gencies of the case at hand. It is probably 
wiser to remove the stones and drain the 
better kidney first and later remove the 
opposite one. 

Hematuria. — Bleeding from a single 


kidney is usually an indication for surgical 
interference. It is not within the scope of 











Vol. XIV No. 5 


this paper to discuss the various causes 
for hematuria, such as neoplasms, stones, 
infections, etc., but we wish to call atten- 
tion to that rather infrequent group of 
cases having no demonstrable cause for a 
bleeding that is of sufficient consequence to 
warrant the removal of the kidney to save 
the patient’s life. We have three such 
cases in our series and the only patholog- 
ical findings were slight erosions of the 
papillae or mild papillitis. These may be- 
long to the so-called essential hematuria 
group, but nephrectomy is the only effect- 
ual treatment. 


Tuberculosis—No one will deny that 
this is quite a common condition. We are 
also agreed that nephrectomy is the treat- 
ment of choice in all unilateral cases when 
no contraindication exists. When the in- 
fection is bilateral and much further ad- 
vanced in one kidney than in the other, 
the more diseased kidney should be re- 
moved. Tuberculous infection in the kid- 
ney is usually secondary to some focus 
elsewhere in the body, most frequently the 
lungs, and unless the primary lesion is 
quite active, the kidney should be removed. 
The earlier this is done, the better the 
chance for the cure of the patient and for 
the improvement of the diseased bladder. 
The operative technic should be very care- 
fully observed in order to prevent soiling 
of the wound. The first aim and desire is 
to secure primary union of the wound. A 
tube should not be inserted. The treat- 
ment of the ureter is very important. A 
ureterectomy is usually neither necessary 
nor indicated, for it opens up too much 
space and the severed end at the bladder 
is as apt to soil the wound as it would be 
if cut off higher up. Injection of the ureter 
with phenol has been used with gratifying 
results, but probably the best management 
is to cut off the ureteral stump near the 
kidney pelvis and bring it to the surface, 
leaving a clamp on it to prevent its slip- 
ping back into the wound. The clamp will 
produce pressure necrosis and come off in 
about one week. Then the open ureter can 
spew its tuberculous contents out on the 
skin instead of infecting the wound. By 
this method a high per cent of our wounds 
have healed by primary union. Judd has 
recently improved this technic by thread- 
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ing the ureter through a rubber tube..in 
cases where it is to short to reach the sur- 
face. 
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DISCUSSION 

Dr. George R. Livermore, Memphis, Tenn.—! 
agree thoroughly about a_ bilatera thorium in- 
jection, for the procedure is not without danger, 
and it is better to do it singly. I also agree with 
him about a large incision. In my early kidney 
work I used a small incision because I was afraid 
of the possibility of a hernia. I think that fear 
is greatly exaggerated, for if the muscles are 
well coapted, the thorough inspection of what we 
are doing far outweighs any disadvantage of the 
large incision. There is no doubt that a primary 
nephrectomy is much less dangerous to the patient 
and much easier for the operator than a second- 
ary nephrectomy. However, I do not advocate 
the sacrifice of a kidney simply on account of the 
ease with which the operation may be done, or in 
order to spare the operator some trouble after- 
ward. 

It is wonderful what can be accomplished by 
nephrotomy and drainage in kidney infection and 
even kidneys that seem practically destroyed will 
often ‘return to almost normal function. There- 
fore, we should examine these cases very care- 
fully before subjecting them to a nephrectomy. 

In regard to the closure of the wound after re- 
moval of a tuberculous kidney, if it is possible to 
bring the ureter well up into the incision and 
clamp it, as Dr. Sanders has brought out, it 
should be done and the incision closed. But if 
this can not be done and there is infection out- 
side the kidney or the wound has been contam- 
inated, it is much safer to drain. This same sub- 
ject came up before the American Urological As- 
sociation meeting in St. Louis, in 1917, and the 
consensus of opinion was that it was better to 
drain than not to drain. Most of these wounds 
will break down, anyway, and it is better to have 
an outlet for the infectious material than to add 
to its absorption by sealing it up. 

I agree with the remarks of the essayis! about 
cystoscopic methods for the removal of ureteral 
calculi and think we are often prone to give up 
too soon in our attempts to remove them. Even 
in cases of impacted stone when operation seems 
imminent, if we can inject some material past 
the stone, we have positive evidence that there is 
some drainage at the site of the stone. In these 
cases we should make every effort to remove 
them cystoscopically rather than by operation. 


Dr. John R. Caulk, St. Louis, Mo.—Our present- 
day conception of the acute surgical kidney is 
quite at variance with our previous ideas. 


Acute infection in the kidney occurs in two 
main types: the coccal and bacillary. In the 
acute coccal infections, so-called Brewer kidneys, 
the kidneys were formerly removed. We have 
come now to the belief that few of these cases 
need removal. Most of them get well without 
it. The bacillary type is usually a pelvic or 
tubular affair. With such a type of infection 


there is nearly always retention in the renal pel- 
vis due to obstruction at the uretero-pelvic junc- 
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ture. Secondary to this infection, the retention 
within the pelvis is the important factor in this 
type of obstruction. We may often be misled 
in the interpretation of the capacity of such a 
kidney. Such an organ involved with infection 
or foreign body or both may physiologically sup- 
press and give us the impression that the kidney 
is almost destroyed, whereas with removal of 
such disorders prompt restoration of function 
may be el. I wish to protest against the 
removal of such a kidney. Our chief index to its 
removal would be the compensatory function of 
its mate. That is, if the opposite kidney is doing 
considerably more work than it should, it is illus- 
trative of the fact that the process has been going 
on for some time and is probably beyond repair. 
If not, it indicates that the process is acute and 
after the removal of its disquieting causes, re- 
storation is the rule. 

I have seen a kidney oozing inspisated pus 
through the ureteral orifice looking like vaseline 
from a tube. It leads one to believe that an old 
pyonephrosis was above it. Yet with the removal 
of the plug and drainage of the kidney with the 
ureter catheter, such kidneys have come to nor- 
mal. The so-called pyelitis of pregnancy which 
has been mentioned in this morning’s discussion 
is of this obstructive type of kidney with infec- 
—- The ureter catheter usually solves the prob- 
em. 

We seldom see emergencies in kidney work 
other than traumatism. We can usually tem- 
porize and be conservative in kidney work. Kid- 
neys bearing calculi large or multiple, with or 
without infection and with apparently low func- 
tion do not need removal as a rule. Removing 


the stone or stones and clearing up of the infec- 
tion will usually find the kidney regaining its 
normal function. 

One should not be too quick in removing the 
acutely infected kidney. A patient whom I saw 
recently had a kidney removed in Pittsburg nine 


months ago. She was taken acutely sick, had high 
fever, pain in the right side. She was rushed to 
the hospital without an x-ray, without ureter 
catheterization, and her right kidney removed. 
She has never been well since the operation. She 
came to me recently very sick and toxic with the 
left kidney pelvis carrying a large stone and sev- 
eral small ones. Along with these there were in- 
fection and retention with very low function. 
This kidney was the chronic kidney, and from it 
its mate was infected. The kidney which was 
removed was her normal kidney, and I am posi- 
tive ureteral catheterization would have brought 
it back to normal. Here surgery should have 
been directed to the weakling, which I have re- 
cently operated upon. I removed these stones 
through a pyelotomy incision. In spite of her 
bad condition she has done excellently. 

The greatest factors in the results of kidney 
surgery are naturally the technical tricks. The 
position of the patient plays a most important 
part. If the patient is placed with the diseased 
side up, with the leg and arm straight, and then 
is elevated under the kidney region, there are 
about two inches more room than in the flat posi- 
tion. In this way free incision is easy. In look- 
ing at kidney surgery throughout the country, 
one is impressed with the usual “indecent expos- 
ures.” With free exposure and proper position, 
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one seldom has to use a retractor. Retraction on 
the ribs is minimized and shock is extremely rare. 
In over two hundred cases of kidney surgery we 
have seen shock but two or three times, and two 
of these were in patients with nerve lesions. 

There is no type of surgery that is associated 
with greater accuracy in diagnosis that needs 
more delicate refinement and special tricks than 
kidney surgery. If done properly, results are 
ear gratifying and mortality is practically 
nil. 

Dr. H. A. Fowler, Washington, D. C.—Our at- 
titude has been in past years to sacrifice the kid- 
neys with the idea that infection rarely clears 
up. It has been abundantly shown in the last 
few years that if these kidneys are treated con- 
servatively, if one places less dependence on the 
knife and more on the catheter, the cases can be 
carried over the acute stage and the kidneys 
clear up if drainage is secured. Drainage is the 
one thing that is necessary to clear up the condi- 
tion. The lack of drainage is due to obstruction 
at the uretero-pelvic junction and the kidney will 
go on to recovery if properly drained. 

One word of caution concerning the acute kid- 
ney occurring in pregnant women. It has been 
our experience in the last few years to observe a 
number of such cases, the patients coming in 
extremely ill, running a high temperature, with 
vomiting and pain. In one case an appendectomy 
had been done under the belief that the condition 
was due to appendicitis. I was called in another 
case in the practice of the same surgeon where 
he had doubts of the pathology underlying the 
trouble. In that case it was shown that the 
condition was one complicating pregnancy. Both 
cases were promptly relieved by pelvic lavage. 

I think a word of warning should be spoken in 
reference to the treatment of these cases. We 
should not resort to surgery, either nephrectomy 
or appendectomy, until every means has been ex- 
hausted to differentiate between a kidney infec- 
tion and infection of the appendix. Then simple, 
conservative treatment, ureteral catheterization 
and lavage of the pelvis, in our experience, will 
clear the case up, unless there is an appendix in- 
fection, which is extremely rare. 

Dr. A. J. Crowell, Charlotte, N. C.—Dr. San- 
ders illustrated very forcibly in his paper the 
importance of the pyelogram and ureterogram in 
our kidney work. The impacted stone in his ure- 
teral case could have been cleared up by the ure- 
terogram. In the absence of this he wisely op- 
erated from the clinical symptoms and found the 
stone in the upper ureter as shown in the slides. 

In using sodium in cases of impacted ureteral 
stone only a small amount should be injected, as 
considerable reaction will be produced by its re- 
tention above the stone. We find that sodium does 
not produce so much reaction as thorium. 

With regard to the advisability of bilateral 
pyelograms, we do not hesitate to take them, pro- 
vided the catheter is inserted well into the kidney 
pelvis. The sodium can be withdrawn, the kidney 
pelvis irrigated with a normal saline solution and 
thus marked reaction be prevented. 

We believe that 95 per cent of the cases of im- 
pacted stones can be removed by the cystoscopic 
method. Of course surgical procedure is neces- 
sary in such conditions as illustrated by Dr. 
Sanders and where the stone is very large. It 
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is impractical in ureteral or bladder conditions 
which make ureteral catheterization impossible. 
It is surprising, however, to see what large stones 
can be removed by nag manipulation. In 
our series, reported at the Urological Section yes- 
terday, of 76 out of 78 consecutive cases success- 
fully treated by this method, quite a number of 
the stones were very large. 

With regard to the efforts to remove the stone 
by cystoscopic manipulation where we have kid- 
ney infection, this is the rational way to treat 
this infection provided we are able to pass the 
catheter above the stone. This will give drainage 
to the kidney as well as permit pelvic lavage. 

Dr. F. Webb Griffith, Asheville, N. C—The 
uestion of kidney surgery is such a large one 
that we can hardly touch upon it. Dr. Osler 
used to ask the question, “Why is such a symp- 
tom not found in such and such a disease?” And 
the answer was, “Because we do not look for it.” 
I think that is true in kidney surgery. We do 
not look for it. It is the habit of most men to 
take an x-ray, but in many instances kidney cases 
are not well worked up. For instance, pye- 
lography: what will that do that the x-ray will 
not? The x-ray will show shadows. The pyelo- 
gram will show them and will show whether it is 
inside or outside the kidney, whether it is in the 
pelvis, the calyx or cortex, and I believe it will, 
to a large extent, prevent our missing stones. 
You all know you see a spot and think it is one 
shadow and one stone, when sometimes there are 
ae or three. Pyelography helps to overcome 
that. 

Next is the value of the functional test. The 
phenolsulphonephthalein test is the only one I 
use much, but. it is of inestimable value. No kid- 
ney should be operated upon without doing this 
test first. It also is a dangerous test if you rely 
upon it too much. If you are going to use it do it 
accurately. If you are going to use a ¢. ¢., give 
ac. ¢c., no more, no less. I have seen it used a 
number of times where the bladder was not cathe- 
terized afterward and there was leakage around 
the renal catheter. I have also seen errors made 
with insufficient alkalinization in making the 
reading. Also we all know that a diseased kidney 
will show a very low phthalein output, but when 
there is drainage bv catheter the output may in- 
crease tremendously. 

I am like some of the others and think we 
should lean more toward conservatism. Take a 
moderate degree of hydronephrosis, whether it be 
from a stricture or an anomalous vessel—I be- 
lieve if I were operated upon and an anomalous 
vessel with hydronephrosis of the kidney was 
found, I should rather have the vessel ligated and 
see what would happen and, if necessary, later 
remove the kidney. 

One thing the doctor spoke of, doing a nephrec- 
tomy for tuberculous kidney. In Asheville we 
see a good many infected kidneys, but. most of 
them are too far along, and I have seen very few 
cases where we could not demonstrate any trouble 
in the other kidney sooner or later. Pus has usu- 
ally shown in the other kidney in a very short 
time, and I believe we have to have rather more 
definite means of diagnosis to demonstrate early 
tuberculosis of the kidney before we can say defi- 
nitely to remove it. In other words, if you have 
one kidney with a fairly good phthalein output 


SANDERS: MANAGEMENT OF THE SURGICAL KIDNEY 












413 








and the urine from the other kidney contains pus, 
but also a good phthlein output, I am inclined to 
be conservative. Unless the patient is miserable 
from bladder symptoms, so that life is not worth 
living, then the kidney may be removed purely 
as a palliative measure and not with the idea 
of removing the only focus; for very soon the other 
kidney will show up with the infection. . 

Dr. William D. Haggard, Nashville, Tenn:— 
The suggestion made by Dr. Griffith should not 
go without some analysis. Possibly in health re- 
sorts, where more can be done for tuberculous 
subjects than we can at home, it may not be wise 
to take out a tuberculous kidney. But my own 
feeling is that a considerable number of tubercu- 
lous kidneys, if there is no contraindication, 
should be removed. It is the part of wisdom to 
take out the beginning tuberculous kidney. The 
earlier we can find it the better, and we should 
not wait for bad bladder symptoms. I regret to 
say that most tuberculous ‘kidneys that are re- 
ferred to us have gone through that irritable 
bladder stage and it has not been correctly inter- 
preted. We have had cases where the bladder 
has been opened erroneously and without deter- 
mining the tuberculous character. Subsequently 
it is a very difficult thing to diagnose kidney le- 
sions cystoscopically where you have a supra- 
pubic sinus. e should not lightly disregard 
the early diagnosis of tuberculous kidney and 
should remove that focus. We recognize that it 
is largely a secondary process, but after ne- 
eae oar I can recall very few cases where we 

ave had involvement of the other kidney. Most 

of them have been unilateral and when they are 
not I can not think of one case where we have 
later recognized infection in the other kidney 
that led to death. 

About stone, I think we should be more par- 
ticular about right-sided disease than we have 
been. Cases diagnosed “chronic appendicitis” are 
often unsuspected stone. It is not uncommon 
that when the patient is fluoroscoped one can see 
stone, if present, but we should also have roent- 
genograms of the kidneys and the bladder. We 
have had the experience of finding stones in both 
kidneys and in the bladder. In one case we re- 
moved the stone from the bladder and the good 
kidney first and then, when the patient’s kidneys 
were functionally all right, we removed the. other 
stone. In most of our cases with the big 
branched coral stones the patients have had a 
nephrectomy. 

We should appreciate the value of the methods 
the urologists have demonstrated of teasing ure- 
teral stones out from below. I did not know the 
percentage was so high as Dr. Crowell has brought 
out, but the method is a good one. 

Dr. Richard A. Barr, Nashville, Tenn.—It might 
be well to suggest to the urologists that conserva- 
tism should be used in making pyelograms in 
acute kidney infections, and particularly so if 
they are very acute. It seems to me we have had 
mentioned cases in which pyelography was done 
where the infection was so acute that we should 
have waited for a while before making this in- 
vestigation. I am more or less familiar with 
Crabtree’s theory of renal infections, though I 
have not been able to get the difference between 
bacillary and coccal infections quite straight in 
my mind, and never have seen any one yet who 
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could convince me that he had it perfectly 
straight. I am willing to believe in it, however 
difficult it is to work out in practice. I am much 


.in. favor of waiting for the subsidence of acute 


renal infections before doing surgery. The ex- 
ception to this is acute focal infection when it 
can be recognized. 

In one recent case the patient came in witk a 
temperature of 103° F. I had seen him previ- 
ously during an interval and advised operation, 
but it was refused because he felt pretty well. 
He came back as stated with a temperature of 
103°. It was thought best to wait on him, as the 
infected kidney seemed to be draining well. In- 
stead of subsiding his temperature rose steadily 
to 107%° F., so I decided I had waited long 
enough and operated on him the following morn- 
ing. He apparently had what I had long wished 
to see, an acute focal infection, on top of a pye- 
litis of long standing of the bacillary type, asso- 
ciated with stones. The terminal infection 
(whether coccal or bacillary) has not been worked 
out, but he had disseminated small infected areas 
all throughout the kidney. 

I was glad to hear Dr. Caulk tell of his position 
in doing nephrectomy and the fact that he can 
gain two inches of space by that position. A 
great many kidney operations are done by men 
who are not well equipped with special tables for 
getting the patient in proper position. I have 
never tried his position, but I will the next time 
if I have to get a new table. A long incision does 
not always give you room where you need it. 
You can get good space below, but the kidney 
that needs removal has a habit of roosting high. 
I have great difficulty in getting the kidney down 
from under the ribs. I would like to know if Dr. 
Caulk has ever had to resect the twelfth rib in 
order to get room. I have done that once too 
often. I have always said I would never open 
the pleura, but in the last nephrectomy I did. I 
divided the twelfth rib, and though I went very 
carefully, I went too deep and opened the pleural 
cavity. I wish to make one suggestion, in this 


connection, when you do open the pleural cavity 


in dividing the twelfth rib the best thing you 
can do is to resect the rib; otherwise you will find 
it difficult to close the pleura satisfactorily. You 
must be sure to close your opening and unless 
you get some relaxation of the lower portion of 
the costophrenic sinus your sutures will be under 
tension and may not hold. You should imme- 
diately resect and make a careful closure of the 
pleural cavity. 

« Dr. Sanders (closing).—I am not a urologist 
myself, but do general surgery. I just want to 
emphasize again the advantage of a properly 
placed and liberal incision. 

It does not matter what kind of an operating 
table one uses just so the patient is turned on 
his side —— his kidney that is to be treated. 
Then the kidney can be delivered well if the open- 
ing is made ample in size. We have not found 
rib resection necessary. If the pleura should be 
opened accidentally it does not seem to matter so 
far as the future of the case is concerned. 

One word further about the tuberculous kidney. 
I wish to emphasize the necessity and indication 
for nephrectomy when the infection is unilateral 
and also in bilateral cases where one kidney 
seems much worse. The general surgeons at least 
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will continue removing such tuberculous kidneys. 

I wish also to emphasize all the things men- 
tioned by the urologists with reference to conserv- 
atism. In cases of acute hematogenous infection 
of a single kidney we think early interference is 
both timely and urgent. 

The chief point to emphasize in this paper is a 
very free and liberal incision. Often such ex- 
posure will mean better knowledge of the case 
and will permit the surgeon to save or sacrifice 
a kidney with judgment, 





HEMORRHAGE FROM THE KIDNEY* 


By H. A. FowLrEr, M.D., 
Washington, D. C. 


The urine is normally free from red 
blood cells. The persistent presence of 
blood in the urine, even in microscopic 
amounts, is pathological and calls for an 
investigation to determine the source and 
cause of the bleeding. 

The problem presented in any and every 
case of hematuria is, therefore, three-fold: 
to determine the source of the blood; to 
define accurately the character of the le- 
sion producing it; and, finally, to apply ap- 
propriate measures for removing the cause 
of the hemorrhage. Thus stated the prob- 
lem appears simple enough and the duty 
of the physician clear. Our experience, 
however, has been that in the majority of 
cases coming under observation in which 
the presenting symptom has been hema- 
turia no serious attempt has been made to 
determine the source of the blood, much 
less the underlying cause. These patients 
frequently give a history of intermittent 
hematuria extending over a period of 
months or even years. It is only when the 
hemorrhage is excessive or the attack is 
unduly prolonged that the patient is re- 
ferred for investigation and treatment. 
The reason for this is two-fold: the failure 
of the general practitioner who is first con- 
sulted to appreciate the real significance 
and gravity of hematuria as a symptom of 
possible serious lesion of the urinary tract, 
the nature of which should be determined 
as early as possible. In the second place, 
the assumption is made that hematuria can 
be successfully treated by internal medica- 
tion. 





*Read in Section on Urology, Southern Medical 
Association, Fourteenth Annual Meeting, Louis- 
ville, Ky., Nov. 15-18, 1920. 
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We can not. too strongly emphasize the 
fact that in the treatment of this symptom 
internal medication has no place. It never 
cures. The problem is always surgical. 
We all see these cases treated for long pe- 
riods by internal medication. The symp- 
tom, hematuria, is treated as a distinct dis- 
ease. When the bleeding ceases, as it usu- 
ally does, this is supposed to result from 
the treatment employed. Recurrences are 
treated in the same way until, sooner or 
later, one of two things happens: either 
the bleeding persists in spite of the treat- 
ment, or the underlying condition upon 
which the hemorrhage depends declares it- 
self unmistakably and demands surgical 
relief. In the meantime valuable time has 
been lost and the chance of a permanent 
cure may have been forfeited. 


It has been pointed out that hematuria 
means new growth in a large percentage 
of cases. Bleeding is the first, and for a 
long time the only symptom. The neces- 
sity and importance of an early diagnosis 
is, therefore, apparent if we are to give 
these patients their only chance of per- 
manent cure by surgical means. The pol- 
icy of watchful waiting and internal med- 
ication must be abandoned. The burden of 
responsibility rests upon us as urologists 
to emphasize repeatedly the grave signifi- 
cance of hematuria as a symptom of dis- 
ease and the necessity of a prompt investi- 
gation of every case. 


Hemorrhage from the kidney always 
presents an interesting problem for solu- 
tion. The common causes of renal bleed- 
ing, the cases in which a definite etiology 
has been established, offer, as a rule, little 
difficulty in diagnosis. Hematuria due to 
stone, tuberculosis, tumor and infections 
of the kidney and its pelvis is usually eas- 
ily recognized by the application of the 
modern methods of examination. In cer- 
tain atypical cases, however, confusion in 
diagnosis may arise. For example, it rarely 
happens that gross bleeding is the first, and 
for a time, the only symptom of stone in 
the kidney. That this sometimes occurs is 
shown by the following recent observation : 

A young man, 25 years of age, consulted me on 
account of passing bloody urine. The onset was 
four days previous to his visit. The urine was 
bloody for a few urinations only and then became 


quite clear. There .was absolutely no other 
symptom. On examination the urine was ma- 
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pce pi clear, but a centrifuged specimen: 


showed numerous red cells. The bleeding was 
thought to be of the essential type. Five days 
later the bleeding recurred. Cystoscopy showed 
the blood coming from the left ureter orifice. In 
the absence of any other symptom we adhered to 
our previous tentative diagnosis and washed out 
the pelvis of the kidney. Two days later he was 
seized with severe pain in the left hip bone. X-ray 
examination showed a small shadow in the region 
of the left renal pelvis. The subsequent history 
confirmed the revised diagnosis of stone in the 
pelvis of the left kidney. Hematuria was the pre- 
senting symptom, and for a time the only symp- 
tom in this case. The obvious lesson from this 
experience is that one can never justify the diag- 
nosis of this type of hematuria in the absence of 
a negative x-ray plate. 

It occasionally happens that renal tuber- 
culosis declares itself by an attack of gross 
hematuria, lasting a few days only and 
then subsiding. The condition is compar- 
able to early hemoptysis in pulmonary tu- 
berculosis. In one such case which has 
been under observation for over eleven 
years the bleeding has never recurred. 
Except in these occasional cases the hema- 
turia occurring in renal tuberculosis is rel- 
atively slight in amount and is associated 
with pyuria. These patients are too often 
not seen until the kidney lesion is wel! ad- 
vanced, since the renal lesion produces few 
or no symptoms. By the time the patient 
comes under observation bladder irritation 
is usually a prominent symptom and diag- 
nosis offers little difficulty. 

Cases of unilateral renal hematuria for 
which no adequate cause can be determined 
by clinical examination form the most in- 
teresting group from the standpoint of 
diagnosis as well as that of etiology. 

My private records show twenty-one 
cases of unilateral hematuria in which the 
presenting symptom was hemorrhage, and 
in which the common causes of renal 
bleeding were excluded. In this series 
there were 13 males and 8 females. The 
oldest patient was 60 years, the youngest 
13 years of age. The average age was 35 
years. The hemorrhage was continuous in 
9 cases, intermittent in 12.. The longest 
duration of symptoms was 18 years, the 
shortest 10 days. In all, the urine was 
distinctly bloody at the first visit or sub- 
sequent examination. In four cases, two 
males and two females, the hemorrhage 
had been so severe as to threaten the pa- 
tient’s life. The general condition of the 
patients was good in all cases except five 























416 





in which secondary anemia was marked. 
There were few associated symptoms. 
These amounted to nothing more than 
backache, heaviness over the kidney and 
soreness over the bladder, noted in four 
cases. In one case, however, severe pain 
referred to the bleeding kidney accom- 
panied the hematuria at onset 18 years be- 
fore. This was a prominent symptom at 
the time for our examination. A nephrot- 
omy was followed by a relief of symptoms. 
The pain recurred in six months and per- 
sisted until a nephrectomy was done three 
years later. In another case the first at- 
tack of hematuria ten years before was 
accompanied by severe colic. 

In this small series the left kidney was 
more frequently affected, the proportion 
being 17 to 4. In two cases bleeding oc- 
curred from each kidney alternately. One 
of these was bleeding from the left kidney 
at the time of our first examination. This 
subsided after silver nitrate injection of 
the pelvis. One year later hematuria re- 
curred, the blood coming from the right 
kidney. This also promptly subsided un- 
der the same treatment. In the second 
case a nephrostomy followed by secondary 
nephrectomy was done on account of se- 
vere uncontrollable hemorrhage from the 
right kidney. Bleeding occurred from the 
left kidney six months later and has re- 
curred several times. In no case did both 
kidneys bleed simultaneously. With the 
exception of red cells the urine was nega- 
tive in all but three cases. In these a few 
hyaline casts were persistently present. 

Four patients in this series were op- 
erated upon. Nephrectomy was done in 
three on account of uncontrollable hemor- 
rhage which threatened the patient’s life. 
Nephrostomy followed in eight days by a 
secondary nephrectomy was done in one 
case. One case was untreated save by the 
passage of a ureteral catheter during the 
routine examination, and this had no ef- 
fect upon the hemorrhage. The remain- 
der were treated by conservative meas- 
ures, chiefly by the injection of the renal 
pelvis with various solutions. For this 
purpose we have found that silver nitrate 
solutions in strength of 1 to 5 per cent 
gave best results. Hemorrhage has been 
controlled in all but two cases treated. In 
one the bleeding finally ceased after injec- 
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tion of the pelvis with silver nitrate else- 
where. One patient continues to have mild 
attacks of hematuria. Recurrences have 
taken place after nephrectomy from the 
other kidney; after nephrostomy in one 
case; and after the various conservative 
methods. But bleeding was finally con- 
trolled in all except the two cases re- 
ferred to. 

Despite the fact that the subject of uni- 
lateral symptomless renal hematuria has 
received a great deal of attention and 
study, particularly during the past fifteen 
years, the question of etiology is still un- 
settled. No explanation for the bleeding 
so far advanced has been generally ac- 
cepted. 

In the earlier literature the reported 
cases showed no demonstrable lesion of the 
kidneys. As no cause for the hemorrhage 
was found, it was assumed that bleeding 
from a healthy kidney could occur, and the 
term essential hematuria was introduced 
to designate this type of hemorrhage. It 
was later suggested that the bleeding was 
due either to a constitutional idiosyncrasy 
or to some change in the nervous mechan- 
ism controlling the activity of the kidney 
and resulting in a circulatory disturbance 
within the organ. Hence we find such 
terms as hemophilia, angioneurotic renal 
hematuria, renal epistaxis, etc., introduced 
into the literature. . 

In 1897, DeKeersmaecker called atten- 
tion to the association of nephritis with the 
type of hematuria previously designated 
as essential, and suggested that the chronic 
nephritis was the cause of the bleeding. 
He further suggested that many of the 
cases previously reported as_ essential 
hematuria would probably show the same 
lesions if carefully examined. As early as 
1889, Sebatier had observed lesions of 
chronic nephritis in a kidney removed on 
account of recurrent periodic colic accom- 
panied by hematuria, but these histologic 
changes were considered incidental rather 
than causal. So far as I am aware, De- 
Keersmaecker was the first to point out the 
association of nephritis with this type of 
renal hemorrhage and thus furnished a 
definite pathologic basis for this symptom. 

Two years later, in 1899, in a notable 
contribution, Malherbe and Legueu con- 
cluded that all renal hematurias are symp- 
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tomatic and arise from either general 
causes, toxic or infections, or a renal le- 
sion. 

In 1904, I had occasion for the first time 
to remove a kidney on account of profuse, 
persistent unilateral renal hematuria. His- 
tological examination of the specimen 
showed a diffuse chronic interstitial ne- 
phritis. This was, I believe, one of the 
first cases reported in this country -in 
which a histological examination of the 
excised kidney was made. In connection 
with this report a review of the literature 
was presented. 


Although it has been repeatedly shown 
since 1897 that bleeding from a healthy 
kidney does not occur, and that a careful 
histological examination of the excised 
kidney nearly always shows some lesion. 
The term essential hematuria has been re- 
tained in the literature to designate this 
type of hemorrhage. There seems to be 
little excuse for this except that of con- 
venience of clinical description, and the 
further excuse that a definite etiology 
based upon pathologic study has not been 
generally accepted. But at the present 
time we recognize in the term essential 
hemituria a clinical expression used to 
designate a certain group of cases and no 
longer believe that bleeding from a healthy 
kidney ever occurs. 


In a further study of the underlying 
pathology a variety of lesions have been 
found associated with this type of hema- 
turia. Fenwick reported a condition which 
he termed renal varix in one case. It was 
believed this might explain many of these 
cases. Similar findings were reported in 
the American literature, but this condi- 
tion appears to be relatively rare. One 
can not believe that true renal varix will 


account for the bleeding in many of these: 


cases. 


Cases showing dilatation of the blood 
vessels in the papillae and beneath the 
mucous membrane of the papillae have 
been reported. In some, this engorgement 
of the vessels was accompanied by localized 
lesions of nephritis. In others, no other 
histologic changes were demonstrable. 

A small number of cases have been re- 
ported by competent observers in which no 
lesion whatever could be found to explain 
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the hemorrhage. In the earlier reported 
cases a small circumscribed lesion could 
have been easily overlooked or missed al- 
together where only a small piece of tis- 
sue was removed for examination. In 
more recently recorded cases, however, 
this source of error has been recognized 
and a careful examination of the excised 
organ has been made. One must admit, 
then, that in a small number of cases thor- 
oughly studied the kidney was found free 
from any demonstrable lesion. 


In this connection one may recal! the 
very interesting and instructive case re- 
corded by Kretschmer in his paper. A 
nephrostomy was performed on account of 
abundant symptomless hematuria. Exam- 
ination of the tissue removed for study 
precipitated a heated discussion among the 
pathologists as to whether or not the very 
slight histologic changes noted were to be 
regarded as nephritis. A secondary ne- 
phrectomy was performed later and the 
tissue examined at this time showed un- 
mistakable lesions of chronic nephritis. 
And these were interpreted as a further 
development of the slight changes present 
at the first examination and not due to the 
nephrostomy. It is quite probable that in 
some, at least, of the cases reported in 
which the kidney was found normal the 
hemorrhage was due to a prenephritic con- 
gestion and engorgement of the vessels; 
that these kidneys, if not removed, would 
have ultimately shown unmistakable le- 
sions of nephritis. 

It may be said that a great deal of patho- 
logic evidence has accumulated since 1897 
in support of the view that nephritis is the 
cause of hemorrhage in this type of hema- 
turia. And this explanation is accepted 
by many observers at the present time. 
On the other hand, it has been pointed out 
by other observers that while lesions of 
nephritis are practically always found in 
these bleeding kidneys, this does not prove 
that the nephritis is the cause of the hem- 
orrhage. They call attention to the fact 
that many kidneys showing similar lesions 
never bleed. And they ask just how the 
lesions of nephritis produce hemorrhage: 
How do we explain the fact that two kid- 
neys may show similar lesions, one bleed- 
ing and the other not bleeding? They ar- 
gue that there must be some other factor 
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concerned in the production of the hemor- 
rhage. 

The suggestion has been made (Ran- 
dall, Spitzer) that this other factor is a 
chronic congestion of the kidney. But 
what produces the congestion? Do the 
more careful pathologic studies of recent 
years support this view? I think not. 
This explanation begs the question. Con- 
gestion of the kidney? Yes, but more 
probably a localized congestion the pre- 
cursor of developing nephritis. 


The fact remains that the most constant 
pathologic change observed in these bleed- 
ing kidneys is a form of nephritis, diffuse 
or focal. Practically every case, if exam- 
ined thoroughly, will show lesions of this 
character. It seems only fair to assume 
there must be some relation between this 
lesion and the associated hematuria. It is 
reasonable to believe that the bleeding re- 
sults in some way from or depends upon 
the only lesion, nephritis, which is found 
so constantly in these kidneys. The argu- 
ment that the nepritis is not the cause of 
the hemorrhage because many kidneys 
showing similar histologic changes do not 
bleed, is not convincing. With equal jus- 
tice one might say that the tuberculous 
lesion of the lung was not the cause of 
the hemoptysis because hemoptysis does 
not occur in every tuberculous lung. May 
not the symptom in the one case as in the 
other depend upon the location of the le- 
sion, upon its relation to the vessels? And 
if so, how would a lesion of nephritis pro- 
duce a disturbance in the vascular struc- 
ture of the kidney? Manifestly only by 
compression of the smaller vessels, result- 
ing in stasis, congestion, dilatation, with 
possibly rupture or extravasation. 

The treatment of these cases is directed 
primarily toward the control of the hem- 
orrhage. The experience of the past few 
years has added little that is new. The 
nature of the treatment to be employed 
in any given case depends naturally upon 
the character and amount of hemorrhage. 
In general where the hemorrhage has not 
continued over a long period, where the 
patient’s general condition is good, and 
the demand for immediate control of 
bleeding is not urgent, conservative meas- 
ures should be given a thorough trial be- 
fore resorting to radical surgical interven- 
tion. 
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Bleeding ceases at times after simple 
ureteral catheterization. Numerous cases 
of the kind are reported. We have ob- 
served this result in a number of instances. 
Considering the underlying pathology, we 
should expect the result of such simple 
treatment as the irritation from ureteral 
catheterization to be only temporary. In 
our experience the bleeding usually recurs. 
Injection of the pelvis is often followed by 
cessation of bleeding. We have used vari- 
ous solutions such as argyrol, collargol, 
adrenalin, horse serum, and silver nitrate. 
Our best results were obtained by silver 
nitrate in 1 per cent strength. We have 
employed the intramuscular injections of 
horse serum with varying results. In one 
case we accomplished nothing more than 
to produce a terrific attack of urticaria. 
In another patient this treatment had good 
results. Recurrent hematuria from the 
only remaining kidney has been controlled 
on three different occasions. 


If conservative measures fail to stop 
bleeding, and the patient’s condition justi- 
fies it, nephrotomy or decapsulation may 
be done provided the kidney on exposure 
reveals no gross pathology. Equally good 
results appear to have been obtained by 
both of these operations. In cases of se- 
vere uncontrollable hemorrhage where 
bleeding must be promptly controlled, ne- 
phrectomy is the only operation to be con- 
sidered. It is needless to say that pre- 
liminary examination should determine the 
safety of removing the affected kidney. 





DISCUSSION 


Dr. H. W. Walther, New Orleans, La.—Dr. 
Fowler’s subject presents to us one of the most 
difficult problems in urology, that is, from a diag- 
nostic standpoint, and particularly in single bleed- 
ing kidneys that are symptomless. One, I take it, 
should be quite conservative in forming an opin- 
ion as to the nature of these conditions. We can 
not look at these kidneys without surgery. The 
urinary picture helps so little or not at all, and 
if mechanical means fail to stop hemorrhage the 
question as to just when surgical interference 
should be contemplated is one that had been de- 
bated for a very long time. From the standpoint 
of nephritis we know that the condition can be 
unilateral, that we can have nephritis without 
albumin and casts, although with pus we shall 
always find albumin. It has been reported re- 
peatedly in the literature, as Dr. Fowler has 
quoted, that these kidneys have been removed and 
submitted to competent pathologists and some re- 
port normal tissue, while the same specimen sub- 
mitted to other pathologists is reported ‘“fo- 
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cal nephritis.” Of the six kidneys that I have 
removed for severe symptoms with hemorrhage, 
all specimens were submitted to two pathologists, 
and in these cases there were only three where 
the diagnosis of nephritis could be made with 
certainty. Of course they are not examined in 
their entirety, from pole to pole. They took only 
sections and small foci of infection could be 
missed. 

These cases require more skill than any 
other type of urological case. In making a care- 
ful study of the blood the coagulation time, the 
hemoglobin determination, the amount of albumin 
and the number of casts present should be ascer- 
tained. I believe that the functional tests and 
repeated cultures from the _ kidney, along 
with pyelograms, are all of assistance. We 
should use our entire armamentarium and do 
all we can to get at the bottom of the condition 
before we resort to surgery. Rest in bed, the in- 
jection of hemostatic substances, silver nitrate, 
etc., have helped us out in many cases. The 
newer preparations have been very disappointing 
in my hands, as has also the use of horse serum. 
I have observed a good many cases in the hos- 
pitals of New Orleans where decapsulation had 
been done with apparent cure. These cases had 
not been observed over a long period and one 
could not tell about the end results. Nephrotomy 
has been done in some cases and we have had 
one or two loose kidneys that have been fixed 
from which there has been no further hemorrhage. 

If the bleeding is not of such nature as to en- 
danger life we should watch the kidneys care- 
fully, and surgery should be the last resort. 


Dr. O. D. Barker, Parkersburg, W. Va.—I have 
been interested in the relief of hematuria for 
some years; I have had several cases and have 
reported three. I had never attempted to voice 
my opinion and in reviewing the literature I was 
rather impressed with what men had to say about 
the nephritic changes, either focal or general. 
The idea of using silver solution in these cases 
was not original with me, but in all cases by this 
means I have been able to relieve the hemorrhage. 
Two of the cases have been almost free from it for 
four years, and one has been free for over two 
years. These patients were not only improved 
from the standpoint of the kidney, but in the gen- 
eral condition as well. The patients ranged from 
forty-two to forty-seven, and were women who 
had borne children. 

Dr. Hunner tells me that he has had several 
cases of renal hematuria connected with stricture. 
When this was dilated the hemorrhage promptly 
ceased. I have never had an par of 
studying these cases from a surgical standpoint, 
but have relieved them by using a 1 to 5 per cent 
silver solution through a ureteral catheter. 

Dr. William J. Wallace, Oklahoma City, Okla.— 
We should not forget the fact that syphilis 
can and does play a part in the symptomless and 
painless hematurias. It has been my experience 
in the past year to have two cases in which we 
were unable to find the cause. The Wassermann 
test was made, and at first was negative in both 
cases, but after a second test one case was posi- 
tive and treatment was instituted, with improve- 
ment. In the other case, which was a Wasser- 
mann negative, the patient was put on provoca- 
tive treatment, potassium iodid and mercury, and 


FOWLER: HEMORRHAGE FROM THE KIDNEY 419 


the hematuria began to subside. Afterward the 
Wassermann test was repeated and there was a 
very weakly positive reaction. Up to the present 
time, which has been several months, there has 
been no further hematuria. So if I am unable 
to make a diagnosis of symptomless hematuria, I 
suspect syphilis in every case and institute mild 
treatment along antisyphilitic lines. 


Dr. A. J. Crowell, Charlotte, N. C.—Just one 
word about symptomless, unilateral, painless 
hematuria. I think we often find infection of 
the kidney pelvis, which in such cases will clear 
up completely following pelvic lavage with a so- 
lution of nitrate of silver. Frequently one injec- 
tion of a 5 per cent solution is sufficient to stop 
the bleeding. 

This bleeding must be differentiated from papil- 
loma of the kidney pelvis and ureter. If it is in 
the kidney pelvis a pyelogram may help us out. 
If it is in the ureter the diagnosis is more diffi- 
cult. A ureterogram may be of some help. I 
did not notice that Dr. Fowler mentioned these 
points of differentiation. 

Hypernephroma is a condition to be kept in 
mind in all cases of unilateral painless hematuria 
especially if the patient is above thirty-five 
years of age. The phthalein output is a valuable 
diagnostic help in these cases. watched one of 
these cases carefully for nearly twelve months 
before I operated. The output of left grew less 
and that of the right more until we were satisfied 
that the condition was hypernephroma. The kid- 
ney was removed and microscopically found to 
be hypernephroma. The only symptom in this case 
was painless intermittent hematuria. 


Dr. Fowler (closing).—I have very little to say 
except to thank those who have taken part in 
the discussion. 

I purposely omitted a discussion of the differ- 
ential diagnosis between the hematuria due to 
nephritis and that due to tumor of the kidney. In 
any given case of hematuria of the type under 
discussion there may often be a great deal of 
doubt as to whether or not a tumor is the cause 
of the hemorrhage. And in certain cases one 
must resort to an exploratory operation to clear 
up the diagnosis. I have had the experience of 
washing out the pelvis of the kidney to control 
hemorrhage only to find later that the bleeding 
was due to hypernephroma. One must exercise a 
great deal of care and surgical judgment in dif- 
ferentiating between these two conditions. 

As to syphilis causing hemorrhage from the 
kidney, this condition must be very rare indeed. 
But even in this condition a nephritis of syphilitic 
origin would be the underlying cause of the bleed- 
ing. 

The reason that other signs of chronic intersti- 
tial nephritis do not develop later in these pa- 
tients with bleeding kidneys is that the lesion is 
focal and not diffuse, and clears up. In cer- 
tain cases associated with more diffuse form 
of nephritis these patients do later develop symp- 
toms of chronic nephritis. In the three cases upon 
whom a nephrectomy was performed all developed 
symptoms and signs of chronic interstitial ne- 
phritis in the remaining kidney, which followed 
the usual course. Naturally in a case of focal 
nephritis with hematuria we would not expect 
the symptoms of chronic diffuse interstitial ne- 
phritis to develop. 
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THE NECESSITY FOR THE CO-OP- 
ERATION OF ALL RAILWAY SUR- 
GEONS’ ASSOCIATIONS* 


By J. W. PALMER, M.D., 
Ailey, Ga. 


Since our Asheville meeting it has been 
thoroughly demonstrated that there is a 
great necessity for the co-operation of all 
railway surgeons’ associations not only in 
the Southern, but in all the states in the 
Union. Had this co-operation been in ex- 
istence during 1920 we should not have 
been paying our railroad fares over for- 
eign lines to attend this meeting, a meet- 
ing of the surgeons of. sixteen South- 
ern states, a meeting for the advance- 
ment and promotion of the railroad in- 
terests and welfare as much as for our 
own good. We have come here to ob- 


tain knowledge and information by see- 


ing and hearing eminent surgeons and 
physicians read and discuss papers, to 
get better results in our railroad sur- 
gery, and this will certainly result in 
fewer personal injury damage suits against 
the railroads and thereby save them large 
sums of money. We should realize the 
fact that the railroad surgeons represent 
the intelligence and influence of their re- 
spective states. The railroads depend 
upon us to bring the public and the rail- 
roads to a better understanding of each 
other, to eliminate the foolish prejudice 
that may exist against them and to assist 
in keeping down adverse legislation. We 
go to our beloved chief surgeons and our 
railroad officials and ask for consideration 
and they tell us their hands are tied and 
that the matter is entirely in the hands of 
the Interstate Commerce Commission. 
We must organize, co-operate, get busy 
and wait on the Interstate Commerce 
Commission and the law-making powers 
of the country. The reason we accomplish 
no more, and the reason our profession 
and its individual members are kept in 
the background is that we have not enough 
business ability to push forward, demand 
and secure our just rights. Practically 





*Read before the Southern States Association 
of Railway Surgeons, Auxiliary of the Southern 
Medical Association, Fourteenth Annual Meet- 
ing, LouisviJle, Ky., Nov. 15-18, 1920. 
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speaking, we have let the legal profession 
take charge and run the Government. 
Ninety-five per cent of the legislators, 
congressmen, United States senators and 
all the presidents have been and are law- 
yers. You can recall a very, very few 
physicians who have ever been elected to 
congress or to the United States senate. 
Having these facts before us, how can we 
expect laws passed favorable to us. We 
have nobody to blame for this but our- 
selves. The trouble is we have overlooked 
the practical business side of life. What 
we need is more business sense, ability, 
forethought and insight in our profession 
than the average doctor possesses. The 
laity estimates us largely from a business 
standpoint, that is, they judge our ability 
by our financial success. 


Last January the Esch-Pomerine rail- 
road bill passed the house with the anti- 
pass clause in it, but when the Cummins 
railroad bill of the senate and the Esch- 
Pomerene railroad bill of the house were 
in the hands of the conference committee, 
enough railroad surgeons sent in their 
protest with the assistance of Dr. D. Z. 
Dunott to influence this conference com- 
mittee to eliminate this clause. Had there 
been co-operation and a general under- 
standing among the railroad surgeons’ as- 
sociations, we should have not only had 
this anti-pass clause stricken, but we 
should have had embodied in that bill a 
clause granting railroad surgeons passes 
over foreign lines. 


Co-operation of our railroad surgeons’ 
associations is necessary not only to se- 
cure our needed laws, but to obtain a 
properly regulated railway surgeons’ fee 
system. A few weeks ago I was discussing 
a uniform railway surgeons’ fee system 
with one of the ablest railroad officials in 
the country, and he said if all the railway 
surgeons’ associations of the United 
States agreed on a uniform fee system 
that his road would be glad to adopt it. 
I am confident all the other railroad com- 
panies would be glad to do likewise. Be- 
sides, with this co-operation, the surgical 
department of the various railroads in the 
country would have their proper recogni- 
tion and the railroads would learn to ap- 
preciate and realize the real value of their 
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surgeons, and that we are the most im- 
portant asset they have. 

Now, there may be many ways by which 
the co-operation of all railway surgeons’ 
associations can be accomplished. I learn 
from Dr. D. Z. Dunott that the American 
Railway Association has created a Section 
of Medicine and Surgery. This Section 
will be represented by a committee of chief 
surgeons from different parts of the 
United States. Therefore, I suggest that 
this committee act as an executive or cen- 
tral committee, through which all the rail- 
way surgeons’ associations of the United 
States can co-operate by representatives 
from each association. This is the best 
temporary plan of co-operation, because 
we can not reach the Interstate Commerce 
Commission in any other way except 
through the American Railway Associa- 
tion. As this Section of Medicine and 
Surgery committee is a part of the Ameri- 
can Railway Association, we will be able 
to reach the Interstate Commerce Com- 
mission indirectly by this route. 

A permanent plan of organization for 
co-operation would be for this central or 
executive committee to be enlarged or 
appoint a sub-committee consisting of one 
member from each state. Then in addi- 
tion to the present railway surgeons’ as- 
sociations let there be organized a state 
railway surgeons’ association in every state 
in the Union. Then each state railway 
surgeons’ association could be represented 
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at the regular meetings of this executive 
committee by delegates in company with 
their respective sub-committeeman. 


A meeting of such a representative body 
as this will be thoroughly competent and 
capable of outlining and planning all that 
is necessary for the railway surgeons of 
the country. 


If there is any state in the sixteen 
Southern states that has no state railway 
surgeons’ association organized, I suggest 
that some member of the Southern States 
Railway Surgeons’ Association in that 
state get busy at once and organize and 
have every railway surgeon in said state 
become a member of it, and at the same 
time see that every railway surgeon of his 
state joins the Southern Medical Associa- 
tion. When you organize your state, please 
furnish me with names of officers. 


When the railroads and their surgeons 
need legislation let the central committee 
in connection with their state associations 
and the individual surgeons of each state 
in this united manner appeal to their re- 
spective congressmen and senators, and 
they will not turn a deaf ear to us, be- 
cause the average legislator listens to his 
home constituencies. A united, co-opera- 
tive brotherhood of railway surgeons could 
pass almost any legal statute. What is 
it we can not do if we deliver the full 
strength of our united purpose at one 
point? Co-operation is what we need. 
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EYE, EAR, NOSE AND THROAT 


PRIMARY CARCINOMA OF THE 
TRACHEA* 


By E. B. CAYCE, M.D., 
Nashville, Tenn. 


The rareness of this pathology in the 
trachea is proven by the experience of Dr. 
Chevalier Jackson, who has seen only one 
case. Practically all cases reported were 
diagnosed post-mortem, as was this one. 


I was called into the case two days be- 
fore the patient’s death. He was in such 
a desperate condition that I did not urge 
a bronchoscopic examination, so have only 
studied the growth through the broncho- 
scope after the trachea was removed. 

He was a patient of Dr. C. C. Griffin, 
who gives the following report: 

Mr. O. P. Williams, white, age 64, a locksmith 
by trade, was born and reared in Nashville, Tenn. 

Family History.—Tuberculosis negative; father 
living, age 94; mother living, age 87. One 
brother and three sisters living and in good 
health. Several brothers died in infancy. 

Personal History.—Venereal history negative. 
Habits temperate. Had always been a very thin 
man, weighing about 125 pounds. In best of 
health except for frequent attacks of migraine, 
which nothing seemed to relieve. 

Last Illness.—First trouble noticed was in Sep- 
tember, 1919, while out hunting. He became 
short of breath on slight exertion. He developed 
a cough or cold at this time. He went hunting 
five times between September and November. 
Each time he got wet and caught more cold. 
saw him in December, 1919, for the first time. 
He complained of cough and soreness in the chest 


with attacks resembling asthma every few 
nights. He slept well except during these at- 
tacks. 


Appetite good. Temperature ranging from 99 
to 100° in the a. m. to 102° in the p. m. 

He had some cough and often coughed up quite 
a bit of blood. In the beginning of the asthmatic 
attacks he could often get relief by lying on his 
left side with his head lower than his body. In 
this position he usually coughed up from 2 to 4 
ounces of muco-purulent material, which gave 
him relief, and his breathing became normal and 
remained so for several hours. His ability to 
get relief in this way ceased about January, 
1920. After this time he had great difficulty in 
breathing, the dyspnea being both inspiratory 
and expiratory. He had a slight discoloration of 
the skin toward the end of his illness. 





*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 


Blood Picture.—Red cells, 4,000,000; white 
cells, 16,000; hemoglobin, 90 %; differential count, 
normal. 

Urine.—Negative. 

Sputum.—Pneumococci and staphylococci. 

Present Illness.—On inspection the chest was 
long, narrow, and very thin. Scapulae very 
prominent. Diminished expansion and lagging 
on left side, especially over lower left lobe. Di- 
minished expansion lower right. Heart impulse 
normal. 

Palpation gave lagging of lower lobe left; di- 
minished expansion lower right. Vocal fremitus 
diminished over the whole left lung, more marked 
over the lower lobe. Increased vocal fremitus 
over base of lower right. 

Percussion elicited almost normal resonance on 
the left. Diminished resonance almost to dull- 
ness over base of lower lobe. Hyper-resonance 
over upper part of right lung with almost a tyn- 
panitic sound at base of upper right. Relative 
dullness on the upper left below clavicle and 
above clavicle on the right. Right complemental 
space was three-quarters of an inch. Left com- 
plemental space was one and a half inches. 

Oscultation.—Breath sounds distant and di- 
minished over left lung front and back. More 
marked over lower lobe. Vocal resonance dimin- 
ished over same area. Harsh bronchial breath- 
ing over lower right. Vocal resonance increased 
over same area. Cavernous breathing over base 
of upper right lobe in front. Moist rales over 
right lung front and back. Crepitant and sub- 
crepitant rales over base of lower right lobe 
a and back. A few moist rales over the left 
ung. 

X-ray verified physical findings, the plate show- 
ing a shadow at the bifurcation of the trachea, 
which was interpreted as a cavity. 

He gradually lost weight and strength in spite 
of the fact that his appetite was good and he 
ate the most nutritious foods. 

With the exception of dyspnea he suffered no 
pain. He died April 25. 


REPORT OF DR. W. H. WITT, WHO SAW PATIENT IN 
CONSULTATION 


Patient was seen by me only a few days prior 
to his death. There was evident dyspnea, not 
of the cardiac type and not suggesting extensive 
involvement of the lung, but rather of the ob- 
structive type. 

On examination of the chest there were rales 
of the mucous kind on both sides. No dullness, 
no special change in fremitus or voice sound. 
The most marked physical sign was lack of 
respiratory murmur in one side. Less air went 
into one side, but there was no evidence of col- 
lapse of the lung. The findings suggested pres- 
sure on a bronchus. 

AUTOPSY REPORT OF DR. S. T. ROSS. 

Body of Mr. O. P. W., age 64. ; 

Subject is male, white body, about five feet six 


inches long, black hair; no characteristic signs, 
scars or markings about the body. Body is very 
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much emaciated and has evidently been reduced 
to a rather marked anemia. 

Permission was not obtained for a complete 
post-mortem examination, but only to open the 
thoracic cavity. 

A longitudinal incision was made from the 
supra-sternal notch to the tip of the ziphoid 
process; the skin and soft tissues were retracted, 
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The lower lobe shows about the same condition 
except that the visceral pleura is very firmly 
adherent to the lung structure, probably indicat- 
ing some previous infection. It is also somewhat 
congested and edematous. 

The Left Lung.—The left pleural cavity con- 
tains about 100 c. c. of straw-colored fluid. The 
upper lobe is somewhat edematous, congested 

















Shows infiltration through tracheal wall at bifurcation. 


and the sternum removed by severing the sterno- 
costal articulations. 

The mediastinal region is apparently normal 
with the exception that the lymphatic glands are 
enlarged and rather firm. There is also found 
an enlargement of the  peri-bronchial lymph 
glands. 
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Shows infiltration of wall of left bronchus. 


The Right Lung.—The right pleural cavity is 
free of fluid and is smooth. The right lung is 
slightly emphysematous and contains a large 
quantity of dark pigment. On section, the upper 
lobe shows an increase in connective tissue in 
areas around the larger tubes. The middle lobe 
is apparently normal except for emphysema and 
pigmentation. 














Shows tumor with trachea opened. 


and heavier than normal, although containing air 
throughout. On section it shows the pigmenta- 
tion in common with the right lung. The lobe 
is markedly edematous and congested, although 
containing some air throughout. Otherwise it 
shows the same characteristics as the remainder 
of the lung. 














Shows tumor, anterior view. 


The trachea and bronchi were removed intact 
and were opened by longitudinal incision on the 
anterior surface. The lumen of the trachea was 
patent and the epithelial lining normal to the 
bifurcation. At this point we found a growth 
with a large sessile base located on the posterior 
wall of the trachea and left bronchus. This 
tumor had extended down into the opening of 
the left bronchus and was sufficiently large to 
occlude completely the left bronchus. It also im- 
pinged on the lumen of the right bronchus, but 
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did not occlude it. This tumor was firmly at- 
tached to the wall of the trachea and bronchus 
by a large base and was infiltrated into its walls. 
The gross appearance was that of a malignant 
epithelial tumor. There was no evidence of 
metastasis by continuity through the wall of the 
trachea or bronchus to other tissues. 

The pericardium contained no free fluid. 

The heart was apparently normal. 

The aorta showed thickening and lack of nor- 
mal elasticity and on the inner surface were nu- 
merous little hard atheromatous plaques. 


LABORATORY REPORT BY DR. HERMAN SPITZ 


Pathological report: adeno-carcinoma of the 
trachea. Tissue from trachea. 

















Shows tumor blocking left bronchus. 


A papillomatous, dark, reddish mass of tissue 
2 cm. in diameter. Situated in median line at 
the bifurcation of the trachea. A zone of thick- 
ened tissue was seen surrounding this elevated 
mass and also extending downward into both pri- 
mary bronchi. 

Histological structure showed broad strands 
of glandular epithelial cells invading all of the 
tissues. An attempt at gland formation was 
seen. 


DISCUSSION 


Dr. R. C. Lynch, New Orleans, La.—About five 
years ago I saw a man about twenty-six years 
old, a jockey, who had symptoms of tracheal 
stenosis. We found by bronchoscopy a tumor 
the size of a quarter lying alongside the trachea 
and a little above, and involving one-third of the 
lumen of the trachea. It was before the days 
of radium, so we treated with the x-ray—not 
the Coolidge tube, but the ordinary soft x-ray. 
This form of medication produced an x-ray burn 
of the surface and in a period of three months 
there had occurred first the necessity for trache- 
otomy, and second, rapid involvement of the 
mediastinal tissues, and finally the involvement 
of the internal jugular. The whole process was 
very much more rapid than one would expect 
from a lesion of this size and in this particular 
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location. So far as I know, it seems like a case 
of primary carcinoma of the trachea. I was 
never thoroughly satisfied in my own mind that 
it was primarily intra-tracheal in its origin. 
Dr. W. D. Black, St. Louis, Mo.—The doctor 
spoke of asthmatic symptoms. Did you mean 
asthmatic symptoms or stenotic symptoms? 


Dr. Cayce.—It was stenotic, but it did not come 
on acutely as in asthma. 


_ Dr. Black.—It brought to my mind the ques- 
tion whether a tracheal condition would bring on 
— of asthma as do some of our nasal con- 
itions. 


Dr. Cayce (closing).—In regard to Dr. Lynch’s 
case, Dr. Orr, who was to discuss this paper, ex- 
pected to mention a case he operated upon about 
two weeks ago and in which he removed a suspi- 
cious growth up about the middle of the trachea. 
It has been reported malignant, but the labora- 
tory is not absolutely definite. He will report 
that later. Dr. Jackson, in a recent letter, re- 
ported that he had seen only the one that is re- 
ported in his book published in 1915. He has not 
seen a primary malignant condition of the tra- 
chea since. 

This man had asthmatic attacks, and by chang- 
ing his position, by getting over on his right 
side and then lifting his body, he could empty 
his lungs of a good deal of mucus. He died free 
of pain. It was simply asphyxiation. 





REPORT OF A CASE OF EXTRA- 
DURAL ABSCESS COMPLICAT- 
ING AN ACUTE LEFT 
FRONTAL SINUSITIS* 


By W. W. PERDUE, M.D., 
Mobile, Ala. 


This report is presented because it deals 
with a very rare complication in the course 
ef a frequent disease. There are few re- 
ported cases of intracranial complications 
arising from acute frontal suppurations 
compared to those of otitic origin. Nev- 
ertheless, it is probable that many occur 
unrecognized until too late for surgical in- 
terference, and never go to autopsy for 
verification. The following case report, 
with its course, symptoms, operative in- 
terference and result, should prove inter- 
esting and instructive to this Section: 

Patient C. K., .white male, aged twenty-one 
years, weight 170 pounds, railway employee, pre- 
vious health good. . 

History—On June 10, 1916, he took a trip 


across the bay for the week-end, during which 
he went in bathing. He returned Monday, June 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Fourteenth An- 
nual Meeting, Louisville, Ky., Nov. 15-18, 1920. 
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12, with an acute cold and.a dull headache. 
Tuesday, June 13, he called his family physician 
and was given quinin, aspirin and salts. Wednes- 
day, Thursday and Friday, June 14, 15 and 16, 
the pain in the frontal region was excruciating 
and he was given morphin. 

Saturday, June 17, I was called in consultation, 
to find him suffering from an acute left frontal 
sinusitis. The left eye showed a marked edema 
of the conjunctiva and swelling of the upper 
and lower lids. There was an extreme tender- 
ness over the frontal region. Temperature, 103°. 
Upon examining the nose I saw a small quantity 
of pus under the middle turbinate. The patient 
was sent to the hospital and the routine physic 
ordered: quinin, aspirin and salts. The nose was 
thoroughly cocainized, particularly around the 
middle turbinate. The turbinate seemed to press 
rather tightly against the lateral wall, necessitat- 
ing its infraction toward the septum, after which 
it was held in place with a small tampon of 5 
per cent ichthyol in glycerin, placed low down 
under the inferior border. the results were 
most gratifying, profuse drainage being estab- 
lished. Sunday morning, June 18, pus was ap- 
pearing from the left anterior nares. The tem- 
perature had dropped to 101°. The headache 
had practically disappeared. Monday, June 19, 
his temperature was normal and he had no pain. 
The drainage was considerably reduced in quan- 
tity. Thursday, June 22, he was dismissed from 
the hospital with no temperature, and practically 
no drainage from the sinus. He expressed him- 
self as feeling normal. And he resumed work 
Saturday, June 24. 

On Monday, June 26, he came from work and 
stopped at. my office, complaining of a dull pain 
over the left temporal region. He did not seem 
to consider it serious. I examined his nose and 
did not find any pus under the middle turbinate, 
and under transillumination the frontal sinus 
was aa He was advised to go home and keep 
quiet. 

June 30, at 2 o’clock, I was called to find him 
very restless and anxious, and with apparently 
total loss of speech. There was no paralysis or 
paresis of the right side. Temperature, 104°. 
His mother had noticed at the noon meal that 
his mind was not clear and that he could not, or 
would not, answer questions. He was sent to 
the hospital and a neurologist was called. Five 
hours elapsed before the consultation and he was 
then in a complete state of coma, and nothing 
helpful could be elicited. His eye grounds were 
at this time normal. We agreed that there must 
be an intracranial involvement and that an im- 
mediate operation was necessary. The frontal 
sinus was opened in the usual manner and enough 
of the anterior wall removed to give good work- 
ing space. The sinus did not contain any pus 
and, with the exception of a thickened mucosa, 
appeared perfectly normal. It was quite a deep 
sinus, extending back an inch or more. After 
diligent search, no necrotic area leading into the 
cranial cavity could be found, the bony wall 
being in perfect tact. I opened the posterior wall 
at the deepest point of the sinus, and as my chisel 
entered, pus of a very thick, creamy consistency 
began to flow into the sinus, at least an ounce in 
quantity. I enlarged the opening to about the 
size of a dime and introduced a rubber cigarette 
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drain. I did not attempt to determine the size 
of the abscess cavity for fear of the breaking 
down of the wall, which doubtless had already 
begun to take place. 

The patient gradually improved, showing signs 
of recognition about the tenth day. By that time 
the pus had decreased to a very small quantity. 
On the twelfth day he spoke his first word, say- 
ing “Mama.” His speech at first was between 
a stuttering and a child-like lisp, becoming nor- 
mal at the end of six weeks. e has since been 
in perfect health, physically and mentally, and 
weighs 196 pounds. 

CONCLUSIONS 

1. That early drainage of the frontal sinus 
through the nose would possibly have averted the 
condition. 

2. That the infection advanced by way of the 
blood stream or lymphatics. 

3. That the rapid and alarming symptoms 
which appeared were those of a circumscribed 
purulent leptomeningitis, doubtless brought about 
by the dura mater becoming perforated in one 
or more places, thus allowing the pus to empty 
through. 

4. That in some cases purulent meningitis can 
be cured by early drainage of the point of in- 
fection. 





DISCUSSION 


Dr. John J. Shea, Memphis, Tenn.—The case 
which Dr. Farrington had intended presenting 
here had a frontal sinusitis complicated with 
brain abscess. It was different from the doctor’s 
in that the abscess did not come into the frontal 
lobe, but was in the left parietal region, which 
complicated matters considerable. The case came 
for post-influenzal sinusitis; it was operated in- 
tra-nasally, but did not improve as it should, 
and a radical was done. The patient was ap- 
parently making a good recovery when the symp- 
toms developed, the first of which was loss of 
speech. The patient could apparently grasp 
anything said to him, but could not answer. It 
came on rather suddenly, while he was talking 
to his brother, who was visiting him. We 
watched him that night and by morning he be- 
gan to show signs of intra-cranial pressure. We 
tapped the spinal canal and the fluid was clear, 
no pressure, and no increase in cell count. That 
went on, and twenty-four hours after the first 
symptoms of paralysis developed, finally becom- 
ing complete on the opposite side. That is, the 
right side was paralyzed up as far as the mus- 
cles of the face. It started above and went 
down, determining that the paralysis was due 
to pressure on the speech centers and apparently 
a complication of the frontal sinusitis. 

With this in mind we did a decompression with 
the idea that it was an extra-dural abscess, but 
the spinal fluid being clear at this early stage, 
we felt it must be walled off and not connected 
with the dural cavity. To our surprise there 
was nothing in the dural region, so a puncture 
was made into the brain. Before the patient 
fully recovered from the anesthetic there was a 
return of motion, but he never regained his 
speech. That night pulmonary edema developed 
and he died. An exploration showed the abscess 














just above Broca’s convolution, apparently three- 
fourths of an inch below the surface of the brain, 
and evidently it had come from his frontal sinus, 
but not by direct transmission. The exact route 
it took to develop within the brain we could not 
determine. 


Dr. H. H. Briggs, Asheville, N. C.—The litera- 
ture is rather meager on intra-cranial lesions 
complicating frontal sinus disease. Many _in- 
stances are reported by otologists where a lesion 
of the temporal bone has extended into the cra- 
nium, but very few of the frontal sinus. It is 
rather surprising that we do not find more intra- 
cranial complications from frontal sinus disease 
when we consider how large the sinus may be, 
how in some cases it extends practically to the 
hair line and laterally to the outer orbital wall; 
and when we consider that perhaps the majority 
of sinuses have either some dehiscence or fora- 
men through which infections may pass, and 
again how often the nasal frontal duct is very 
small, so small that it is almost impossible to 
get adequate drainage into the nose in an intra- 
nasal operation. It is surprising that we do not 
have more cases of intra-cranial complications. 
I have seen two cases somewhat similar to that 
of Dr. Perdue. They were similar in that both 
were of the left frontal sinus, similar in that 
both were very large frontal sinuses; unlike in 
that my cases were in chronic sinusitis, while 
his was in the acute stage. In the first case there 
were no intra-cranial symptoms except those 
revealed by an engorgement of the retinal veins. 
A radical operation was done and a perforation 
of the posterior wall two-thirds the size of a 10- 
cent piece was found opposite the supraorbital 
notch. An extra-dural abscess was drained and 
the case promptly recovered with the usual treat- 
ment. The other case was in a woman sixty-five 
years of age with an acute exacerbation of a 
chronic frontal sinusitis, showing diplopia, the 
eye turned downward and outward, and tumefac- 
tion of the orbit. At operation the floor of the 
sinus into the orbit was found necrosed away, 
and also a perforation in the posterior wall ex- 
posing a portion of the dura as large as a 25- 
cent piece. There was a large extra-dural ab- 
scess and an orbital abscess. After careful drain- 
age the case made an uneventful recovery and 
the diplopia gradually subsided. 


Dr. W. D. Black, St. Louis, Mo.—I should like 
to recite the history of a case that is not really 
an intra-dural abscess, but one in which there 
were granulations of the dura over the frontal 
lobe with mental symptoms. About three years 
ago I was called about fifty miles from St. Louis 
to attend a young lady who had had flu for three 
or four weeks. She was sixteen years old; 
strong and healthy, but had had terrible head- 
aches for two years. When I saw her the tem- 
perature was 103°, she was prostrated, emaciated, 
had chills, had an exophthalmos, had edema of 
the eyelids over the forehead extending to the 
external angle; in fact, over the parietal region 
as well. I agreed with the doctor in the diag- 
nosis of sinus disease and thought it was an 
acute attack. He had a couple of nurses there 
and we did an intra-nasal operation, removing a 
large sequestrum from the ethmoid area. We 
opened the antrum, did a sphenoid operation, and 
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then attacked the frontal externally. We had 
no time for x-ray or anything of that kind. The 
sinuses were full of pus, the frontal especially, 
and it was very small. The posterior wall seemed 
intact. At that time we did a modified Kundt. 
In other words, blocked off the frontal duct and 
packed it externally because it was so _ small. 
We also, at that time, opened an abscess of the 
cellular tissue at the juncture of the temporal 
and parietal bones, showing a fistulous tract 
which I thought was extra-dural. There was no 
apparent necrosis of bone. I changed my opinion 
and decided that it was subcutaneous. The case 
did nicely, but did not get entirely well. They 
sent her to me a month or two later and I took 
her to the hospital, opened the frontal area, and 
found the frontal nasal duct blocked off. The 
posterior wall was necrotic and there was granu- 
lation over the dura, but no pus. I made a large 
opening with a nasal bur into the nose, remov- 
ing part of the floor and cleaned it out thor- 
oughly. I stitched up the wound and closed it. 
I also opened the old area on the forehead and 
found a sequestrum about the size of a quarter, 
but no pus anywhere. The case got well. I had 
her x-rayed after that and the picture showed 
that the fistulous tract that led from the sinus 
was really in the bone. 

The point I wish to make is that her symp- 
toms after the first operation were peculiar. She 
had attacks of apparent syncope with hysterical 
attacks. When we opened the sinus and removed 
the posterior wall in the second operation she 
got along nicely; the headaches and other symp- 
toms disappeared, but about one year later she 
developed Jacksonian epilepsy. She returned for 
examination and I concluded that there were ad- 
hesions between the dura and brain. The family 
doctor was a very able man and he concurred in 
my opinion, but she fell into the hands of an in- 
ternist and he put her on the new drug called 
luminal. I talked to his assistant and he told 
me she had no attacks for several months, but 
recently they began again. I do not believe the 
case will get well without surgical interference. 


Dr. W. T. Patton, New Orleans, La.—About 
three or four months ago a man came into my 
office, apparently in perfect health, but com- 
plaining of headaches and with a history of hav- 
ing been struck on the head three years ago and 
having had headaches ever since. I examined 
the nose and quite a little pus came from under 
the middle turbinate on the right side, so I con- 
cluded it was a frontal sinus condition and told 
him that it would possibly mean removing the 
turbinate and breaking down a few cells that 
we might drain the sinus. I saw him at 12 and 
operated at 2 under the most favorable condi- 
tions, removed the middle turbinate and broke 
down a few anterior cells. I was able to put a 
canula into the frontal sinus and wash it out, 
getting considerable pus. He slept all night and 
was comfortable most of the time. Next morn- 
ing I told him to go home, as he had no tempera- 
ture and no symptoms. He went home and about 
4 the next morning his wife called and said he 
was suffering and was restless. I saw him at 
about 7 and when I went into the room I saw 
that he was unconscious and restless. It was a 
case of meningitis. I had him sent to the hos- 
pital and called in two consultants, one eye, ear, 
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nose and throat specialist, and a neurologist, and 
they concurred that it was a meningitis and felt 
the best chance was to do a radical operation and 
get thorough drainage. We did a radical Killian 
and as we went into the sinus the pus gushed out, 
a foul, thick pus. I had ined that when I 
operated I had possibly opened up some cells into 
the meninges and caused the trouble, but when 
I saw this great amount of pus I called in his 
father and brother (who was a physician) and 
showed them the condition. We got out quite a 
little pus and found an opening in the posterior 
wall of the sinus about the size of a dime. I 
was just about to finish when he suddenly stopped 
breathing. I do not like to report a _ failure, 
but this case is interesting because it had this 
history of having been struck on the head and I 
think that caused the trouble. He had done his 
work for three years, but showed no symptoms 
of this condition except vague pains in the head. 
I believe opening up the nose simply stirred up 
the infection. They would not allow a post-mor- 
tem. He was still under the anesthetic when he 
stopped breathing. 

Dr. Frank Dyer Sanger, Baltimore, Md.—May 
I ask Dr. Black if a Wassermann was made in 
his case? 

Dr. Black—Yes, a Wassermann was done 
twice. A neurologist was called in and made a 
diagnosis of hysteria. 

Dr. Harold Bailey, Springfield, Mo.—The essay- 
ist is to be congratulated on the happy termina- 
tion of his most interesting case. We all know 
that infections of the frontal lobe are usually 
fatal. I had an extremely interesting case a 
number of years ago. A man in whom symp- 
toms of intra-cranial involvement followed an 
attack of frontal sinusitis. On opening the sinus 
a very thick, tumefied condition of the mucous 
membrane was found. A drain was inserted and 
the incision closed. The patient went from bad 
to worse and died in a few days. Autopsy re- 
vealed the presence of four distinct frontal 
sinuses: an anterior and a posterior sinus on the 
right side entirely separate from those on the 
opposite side and opening through two separate 
openings into the middle meatus. A similar con- 
dition existed on the opposite side. The posterior 
sinus on the left was filled with pus and showed 
an area of necrosis on the posterior wall through 
which the intra-cranial infection had taken place. 
The operation which drained the anterior sinus 
on this side did not penetrate the thin septum 
of bone separating the two sinuses. Of still fur- 
ther interest was the report of the pathologist, 
which showed the man to have been suffering 
from a general lymphatic leukemia. A dense in- 
filtration of the mucous membrane of the sinuses 
with small mononuclear lymphocytes was found. 
A like infiltration was found in the spleen, liver, 
kidneys and other organs. This leukemia was 
quite probably a predisposing factor in the eti- 
ology of the sinus infection. 


Dr. Gaylord C. Hall, Louisville, Ky—I _ re- 
cently had a case of a man with double frontal si- 
nusitis. I operated on him first in 1908. We cleared 
up the entire left side and he had just a bit of 
granulation tissue on the right. This recurred 
following an acute infection in 1915 and I again 
went into the right frontal sinus and cleaned it 
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out through a large opening. It cleared up again 
and I saw him no more until within the past 
several months, when he came in, stating he had 
been having headache and wanted to see if he 
had some trouble in that sinus. I found a little 
bit of granulation tissue in the extreme anterior 
— of the right nose. Suction applied 
rought no pus and I said I thought he would 
not have much trouble. In the office under co- 
caine I removed some of the granulation tissue. 
I then passed a large sized frontal sinus probe 
and got no more pus. This man went home; the 
next day he had a temperature of 100°, but no 
reaction. The third day without any premoni- 
tory symptoms whatsoever other than would be 
expected from such an operation as I did, he sud- 
denly went into a state of coma and in less than 
forty-eight hours was dead. We made a spinal 
puncture and found a cloudy fluid. At the op- 
eration I made slides and grew the streptococcus. 
The pathologist thought a few of the organisms 
were meningococcic and gave him serum, but it 
did no good and this man rapidly passed into 
coma and died. We had a post-mortem confined 
to the skull. The only localizing symptoms this 
man had was a jerking and twitching of the 
muscles of the right arm and leg. His eye 
grounds were normal. At post-mortem we found 
a very large intra-dural abscess confined to the 
right lobe without involvement of the cerebral 
substance, no extra-dural pus, no soft spot on 
the frontal sinus leading back to the dura. I 
took a chisel and broke down the posterior wall 
of the frontal sinus and it was clear. Now the 
question that is of interest is this: To what ex- 
tent should we have benefited this man, have les- 
sened his chance for a fatal termination, had we 
done a Killian instead of an intra-nasal opera- 
tion? From the pus from the brain we recovered 
the streptococcus which was the infecting organ- 
ism. 


Dr. Charles C. Maupin, Louisviile, Ky—One of 
the most interesting things connected with this 
paper is the fearless way in which he went about 
the correction. It seems the x-ray has been en- 
tirely left out. I think in his case it would 
have been quite a help if he had had an x-ray 
picture; it would have assisted him in ascertain- 
ing the size of the abscess and given him the 
direct route by which he might enter it. In Dr. 
Hall’s case I think an x-ray picture would have 
assisted him because the picture he has drawn 
is possibly one that is not altogether acute. 


Dr. Louis Levy, Memphis, Tenn.—I have just 
had a happy result in curing a patient on the 
order of Dr. Perdue’s. This case was sent to 
me on Tuesday and gave a history of having had 
a cold and headache. The family physician had 
treated him, but he became alarmed when swell- 
ing appeared and advised him to see a specialist. 
When the patient came in the first thing I did 
was to request an x-ray picture, although the 
pus could be seen coming from beneath the mid- 
dle turbinate. The picture showed a huge nor- 
mal right frontal and small left frontal and the 
anterior ethmoids which were cloudy. I advised 
him to go to the hospital and they planned to go 
next morning, but did not go that evening. Next 
morning very early the father called me and said 
the boy was having one convulsion after another. 
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I immediately asked them to have their family 
doctor send him to the hospital. He was sent 
to the hospital, having been given morphin to 
quiet convulsions. I immediately removed the 
middle turbinate, clearing out the anterior eth- 
moids and enlarged frontal duct, and that even- 
ing he felt much better. The next day he was 
blind. He could not see fingers and it was a day 
before he could see with either eye. Under the 
ophthalmoscope there was no blurring of the 
disc; the veins were possbily a little engorged. 
This was on Wednesday, and on Thursday he be- 
gan to see fingers and gradually the vision 
cleared. His temperature went down, but on 
Friday it shot up again, and we found a swell- 
ing and slight fluctuation at the external angle 
and decided to open externally under ether. The 
next morning when we got to the hospital we 
had the news that he was paralyzed and was un- 
able to move his left leg. We opened the ab- 
scess that morning and found the pus had rup- 
tured through the frontal sinus. After clearing 
the sinus out we found a small area of inner 
table gone and dura exposed, which, no doubt, 
accounted for pressure and other symptoms. 
That evening he was moving his left leg. On 
Saturday night I left the city for three days and 
I understand the night after that he developed 
convulsions again, which were relieved upon re- 
opening the wound, as there was a small pocket 
of pent-up pus. After this he made an unevent- 
ful recovery. The peculiar thing here was that 
we were not getting a localized type of convul- 
sions as you would expect in this type of case. 


Dr. R. C. Lynch, New Orleans, La.—In Dr. 
Perdue’s case I do not believe the patient had a 
leptomeningitis. The point of drainage was not 
sufficiently great to allow that, and I think he 
had an extra-dural abscess. Though drainage 
was established sufficient to relieve him some- 
what, the pressure was sufficient to account for 
the symptoms even though there was no high 
temperature. 


Second, I want to bring again before the mem- 
bers the very important fact that Dr. Stucky, our 
Chairman, had the honor to present in New Or- 
leans, in 1912, that the frontal lobe is the silent 
area of the brain and therefore is practically 
symptomless, even though abscess cavities are 
enormous in size. I have had six cases of brain 
abscess this summer, which is an unusual num- 
ber, more than I have ever had before. Two have 
been frontal and in these two cases there were 
absolutely no symptoms until the terminal stage 
of the abscess, which was evidently a cerebritis, 
and regardless of operation these cases do not get 
well. One case gave symptoms of brain abscess 
only when the whole brain was infected. 


Another particular point which has come to me 
in my experience with these brain abscesses is 
the fact that spinal puncture is contraindicated. 
This is especially true in  subtentorial cases. 
Wherever you have a cerebral abscess spinal 
puncture is absolutely contraindicated, as the de- 
crease of pressure may choke your patient. And 
in the supratentorial cases where the lesion is 
enmeshed you will get a clear fluid that will ab- 
solutely throw off your diagnosis. 

Dr. J. A. Stucky, Lexington, Ky.—It has been 
mentioned that I reported some cases twelve 
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years ago in New Orleans in a clinic on mental 
symptoms in involvement of the silent area of 
the brain. I regret very much that we did not 
have more of these symptoms given. There are 
one or two that I think you will recall. One was 
irritability similar to a hysteria. I do not know 
of any symptom that will enable us to differen- 
tiate whether it is an intra-dural or extra-dural. 
In a case of intra-dural, where the involvement 
was of the anterior frontal lobe and the brain 
substance had disintegrated, there were no symp- 
toms whatever except malaise, headache and ir- 
ritability. Perhaps some of you may recall that 
one or two of the cases I reported twelve years 
ago were something like the one Dr. Patton re- 
ported. I had finished the operation on the table 
and was sewing up the wound, the young woman 
was coming from under the anesthetic, when sud- 
denly shé became nauseated, made some effort in 
retching, and died. I succeeded in getting a post- 
mortem. We found the entire left frontal lobe 
gone. I did not enter the cranial cavity when I 
operated. I stopped in the frontal sinus. She 
had an abscess of the frontal lobe. The cause 
of her death was a rupture of this abscess 
which shut off respiration at once. 

I am sorry that every one of us, when we lose 
a case of this kind, does not succeed in getting 
a post-mortem. I do not know how we are going 
to learn about these cases without it. I am con- 
vinced that many a chronic headache is due to 
an infection above the cribriform. 

I believe when we begin to look into this more 
we shall operate more cautiously, carefully and 
circumspectly in the attic of the nose. It is a 
dangerous region owing to the irregularity of 
the nasal frontal duct. I remember my first case 
I lost on the table, probably because I did not 
have an x-ray picture made. Since then I have 
never entered a sinus of any kind without a good 
radiogram. 


Dr. Perdue (closing).—The interesting factor 
in this case is the recovery. This is my reason 
for making the report. When I first saw the 
man there was no necessity for an x-ray. With 
the general edema and swelling around the eye, 
extreme tenderness over the frontal region and 
pus under the middle turbinal a diagnosis was 
easy. Another interesting side of the case was 
the large quantity of pus from the frontal after 
nasal drainage had been established. This drain- 
age kept up for three or four days, the tempera- 
ture dropping to normal. At the end of the time 
the frontal appeared free of pus and the patient 
comfortable. However, during this time there 
was undoubtedly a walled off extra-dural abscess. 
He had one symptom that Dr. Shea mentioned, 
and that was great irritability until the time the 
acute symptoms developed. Am I wrong in pre- 
suming that the patient had a beginning suppura- 
tive leptomeningitis? Dr. Lynch thinks not. This 
boy had been going about his work and around the 
house with a walled off abscess. All at once he 
began to lose his speech and his temperature went 
up to 104° with complete loss of consciousness in 
a few hours. If the wall was still intact, what 
gave these symptoms? Undoubtedly the symp- 
toms were too alarming to be a simple meningeal 
irritation. Another very interesting side of the 
case was the gradual return of his speech, it be- 
ing about six weeks before he could speak clearly. 
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NEPHRITIS 


The papers read in the Symposium on 
Nephritis at the Louisville meeting are 
published in this issue. All the sections 
united at the Symposium, and the papers 
and discussions were of great merit and 
interest. The progress of our knowledge 
of nephritis in recent years has been most 
gratifying. It is a real chapter in Amer- 
ican medicine. Since the work of Volhard 
and Fahr on “Bright’s Disease of the Kid- 
neys” (Die Brightsche Nierenkranheit), 
in 1914, many Americans have made 
serviceable contributions to our knowledge 
of nephritis. Among these may. be men- 
tioned Barker, Monsenthal, MacCallum, L. 
W. Hill, Ophuls, Christian, O’Hare, Ep- 
stein, MacNider, Foster, Smillie, Myers 
and Killian, Von Slyke, Frothingham, 
Folin, Hewlett, Longcope, Kahn, Bacer- 
mann and Davis. One of the most inspir- 
ing publications of the American Medical 
Association is the “Disturbances of the 
Kidney,” by Osborne of Yale. Here for 
75 cents can be had the kernel of modern 
knowledge of nephritis, blood chemistry 
and renal therapeutics. For the most re- 
cent work the articles by Christian in the 
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third volume of Oxford Medicine are to be 
recommended. 

Christian defines nephritis as a “diffuse, 
progressive, degenerative, or proliferative 
lesion involving renal parenchyma or in- 
terstitial tissue or both.” Nowhere has 
the tendency to system been more abused 
than in the many attempts at classification 
of the disease. The pathologist has 
thought in his own language, and that 
through the microscope. The clinician 
has thought and spoken in another lan- 
guage with the patient before him, and 
therefore in terms of symptoms and func- 
tion. Certainly for the latter the recent 
tendency to simplicity is most useful. A 
very workable classification is: 

1. Acute nephritis. 

2. Chronic nephritis 

(a) With hypertension. 
(b) Without hypertension. 

3. Essential hypertension (hyperpiesia) 
progressing to arteriosclerosis and ne- 
phritis. 

4. General arteriosclerosis, passing into 
renal arteriosclerosis and nephritis. 


BLOOD CHEMISTRY IN THE CLINICAL STUDY 
OF NEPHRITIS 


‘Were one to go back thirty years and 
read the chapter on the blood in Austin 
Flint’s “Physiology” and then read the 
chapter on the blood in a modern physiol- 
ogy, one would be struck with the great 
increase in knowledge and in the accent 
laid upon the chemistry of the blood. 
The study of nephritis has illuminated the 
conception of the blood not alone as a fluid 
tissue containing corpuscles of various 
forms, plasma and the elements for coag- 
ulation, but that the blood is also a chem- 
ical medium containing various chemicals 
in solution. The kidney is not only an ex- 
cretory organ, excreting what it does not 
form, but it is a regulator and a dictator 
of the amount and relations of the chem- 
icals in the blood stream. Perhaps so per- 
sistent has been the study of the increase 
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of these normal blood chemicals in ne- 
phritis that the simple fact has been over- 
looked, viz., with the normal kidney and 
normal blood, normal chemicals are al- 
ways in the blood stream, as urea, creati- 
nine, creatin, uric acid, sodium chlorid, 
etc. It is when the kidney is involved in 
nephritis that the normal amount of these 
chemicals may be disturbed. The kidney 
can not, in disease, dictate their forma- 
tion, much less their excretion. 

It is unwise, however, to conclude that 
blood chemistry is necessary to diagnose 
or treat nephritis. It is probably more 
valuable in prognosis in clinical medicine. 
The simple tests are still necessary, fun- 
damental and to be commended. And al- 
ways above all tests stand clinical symp- 
toms and clinical judgment. The old tests 
for albumin and casts, the ’phthalein test, 
the contrast of the day and night urine, 
the fixation of the specific gravity by the 
two-hour method, are sufficient for diag- 
nosis and therapy. By a careful interpre- 
tative use of these methods, available alike 
to all city and rural medical men, can the 
treatment of nephritis be advanced. Too 
often has the diagnosis waited until the 
early morning headache, the edema, the 
terminal state of cerebral hemorrhage, 
myocardial insufficiency, or uremia, which 
of themselves have aided in the diagnosis. 
Nephritis is third of the chief causes of 
death in America, only tuberculosis and 
organic heart disease being ahead of it. 
Chronic nephritis is a most insinuating 
and painless disease in its early phases. 





THE CONQUEST OF YELLOW FEVER 


The World War is over and the menace 
of a despotic military nation ruling the 
people of the earth has passed. The part 
that the United States played in that great 
conflict will be written in song and story, 
and it is well for the American youth of 
future centuries to learn of the valour 


SOUTHERN MEDICAL JOURNAL 





May 1921 





and high ideals of their ancestors during 
this great epoch. 


Immediately after the signing of the 
armistice, on November 11, 1918, another 
great war was begun, in which the United 
States is playing the leading part in con- 
quering one of the greatest enemies to 
mankind. The newspapers had but little 
to say of the American Expeditionary 
Forces that sailed for the west coast of 
South America to go into fever-plagued 
cities to fight a foe that, though unseen 
up to that time, has “heralded its millions 
in the dim lands of dreams.” The mem- 
bers of this expedition left their native 
shores without the “sounding of cymbals 
and the flare of trumpets” that usually 
cheer the heroic men who go forth to fight 
for mankind, but they were as determined 
to win as were the men who sailed for 
France in 1917 and 1918. They have al- 
ready achieved victories which presage 
the final success of the campaign to rid 
the world of a disease that during many 
summers in the past paralyzed the com- 
merce of the Western hemisphere, at the 
same time taking a heavier death toll than 
did the German submarines in the summer 
of 1918. 


The great leader who conceived this plan 
to eradicate yellow fever from the world 
was one of the greatest Americans, a 
Southerner, a son of Alabama, General 
William C. Gorgas, who, after his victo- 
ries over the hosts of tropical diseases in 
Havana and on the Canal Zone, dreamed 
of the day when the dreaded “yellow jack” 
would be driven from its last stronghold. 
General Gorgas succeeded in persuading 
the Rockefeller International Health Board 
to finance the campaign against yellow 
fever; and to Wickliffe Rose, William H. 
Welch and others to whom a great philan- 
thropist had entrusted his millions, much 
credit is deserved for their wisdom in sup- 
plying the money and the men for so 
worthy an undertaking. 
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When General Gorgas was praised for 
his great achievement in Havana and the 
Canal Zone he would modestly say that the 
work of Walter Reed and H. R. Carter, 
two Southerners, Virginians, made possi- 
ble the sanitation of Cuba and Panama; 
and he never failed to give credit to his 
other associates during those trying days. 
It was, therefore, natural for him when 
he undertook the final conquest of yellow 
fever to have with him the men with whom 
he had been associated in former yellow 
fever work. He, therefore, took with him 
to South America Assistant Surgeon-Gen- 
eral Carter and Colonel Joseph White, of 
the United States Public Health Service, 
and Colonel Theodore Lister, of the Med- 
ical Corps of the United States Army. 
Since the death of General Gorgas these 
men, with Noguchi, who has succeeded in 
isolating the yellow fever organism, and 
others have carried on the work. Gen- 
eral Carter, who had charge of the sanita- 
tion in the Peruvian ports, has recently 
returned to the United States. While he 
refers modestly to his part in the eradica- 
tion of yellow fever on the west coast of 
South America, he reports that Guaia- 
quil, Ecuador, and the cities of Peru have 
been freed from the disease and he believes 
that the end of yellow fever on the West- 
ern hemisphere is in sight. 

General Gorgas believed that some of 
the coast cities of the British colonies and 
of the countries under British mandate 
on the west coast of Africa were infected 
with yellow fever. It was, therefore, nec- 
essary to secure the co-operation of the 
British Government and at the time of 
his death General Gorgas was in London 
for that purpose. There can be no ques- 


tion that the British Government will 
carry out the suggestions of General Gor- 
gas, whose fame is as great in England 
_ as it is in America, and that the last nidus 
of yellow fever infection on the face of the 
earth will be eradicated. After yellow fe- 
ver is gone then malaria must go; after 
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that other infectious diseases will be at- 
tacked. It is not unreasonable to hope 
that other communicable diseases will 
cease to take their toll of death in various 
parts of the world. The historians of the 
future may make brief mention of the 
achievements of Gorgas, Carter, White, 
Lister and the other heroes who have 
fought battles against the hosts of death 
in fever-stricken cities; but the good that 
they have done will increase with the centu- 
ries and millions yet unborn will have 
them to thank for the privilege of living. 





SEMI-SUSPENSION FOR TONSILLAR 
INFECTIONS AND POST-OPERA- 
TIVE TONSILLECTOMY 


A few years ago hemorrhoidectomy was 
generally acknowledged the most frequent 
of all surgical operations. Today, it has 
been supplanted in frequency by tonsil- 
lectomy. The reasons are obvious: the 
ease with which the lymphoid structures 
can become infected, the usually distress- 
ing acute symptoms in youth as contrasted 
with the tendency to chronicity in the 
adult, and the multiplicity of complica- 
tions and sequellae at all periods of life, 
well nigh stamps tonsillar infection as a 
universal disease. 


As to the incidence of the operation, the 
advances in medical inspection of school 
children and the consequently early detec- 
tion of such infections, account for the 
fortunate recognition of what is unques- 
tionably the most common of all foci of 
infection. 

Singularly enough, the shortest paper 
read in the Section on Eye, Ear, Nose and 
Throat at the Louisville meeting last No- 
vember, created the greatest and most 
favorable comment. It was that of Dr. 
Frank Dyer Sanger,* of Baltimore, on 





*Sanger, F. D.: “Semi-Suspension in the Treat- 
ment of Tonsil Infections,” Vol. XIV, January, 
1921, p. 54. 
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“Semi-Suspension in the Treatment of 
Tonsil Infections.” In the January, 1921, 
issue of the JOURNAL it is seen to fill less 
than one page. 

Commenting on the disproportion be- 
tween the degree of involvement of the 
tonsillar infections and the extreme tox- 
emia, Sanger says that the nearness of 
the large lymphatics does not satisfac- 
torily explain this oft-repeated clinical ob- 
servation. He is of the opinion that in 
the acute cases at least, the lessening or 
stopping of the fluid intake due to pain in- 
cident to swallowing is the prime factor. 

To relieve this, Dr. Sanger advocates 
so-called ‘“‘semi-suspension” of the body 
by the head during the act of swallowing. 
To quote his own words he says: 


“A method which I have mere to accom- 
plish this end, which makes full fluid intake not 
only possible but comparatively comfortable, is to 
place a full tumbler of the fluid to be taken, in 
the patient’s hand, then standing behind the pa- 
tient to grasp each side of the head with the two 
hands encircling the ears, taking care not to 
press upon the neck behind the angle of the jaw, 
which is usually painful; then raise the patient 
up, directing him to drink at the same time that 
he is being raised. The relief that is afforded 
by this procedure is most marked, even in those 
extremely painful cases in which the peri-tonsil- 
lar tissue is involved. 

“Semi-suspension by the head to relieve pain 
in swallowing has been known for a long time, 
though it seems not to be generally utilized. Its 
use specifically to facilitate full fluid intake as a 
therapeutic measure has not, so far as I am 
aware, been suggested before.” 


This semi-suspension by facilitating a 
full fluid intake materially lessens the tox- 
emia of tonsillitis, shortens the course of 
the disease and the post-operative conva- 
lescence, and will enable one to differen- 
tiate between a lesion of the esophagus 
and an inflammatory process low in the 
pharynx. 

The writer has tried it on some of his 
patients who have recently undergone ton- 
sillectomy and has been gratified by the 
comfort it afforded. He has also seen it 
fail, mainly, he thinks, because the semi- 
suspension was not energetically enough 
attempted to prevent a partial contraction 
of the inflamed and traumatized throat 
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muscles during swallowing, and secondly, 
because some of the subjects were chil- 
dren who were naturally irritable and re- 
sented all attempts at semi-suspending 
them by the head. 

Properly employed, semi-suspension is 
certainly well worth while and is deserv- 
ing of a more general adoption, even 
though it may not work out favorably in 
every instance. 





THE LIFE EXTENSION INSTITUTE 


During President Roosevelt’s adminis- 
tration a National Conservation Commis- 
sion was appointed, one of the reports of 
which was on National! Vitality. This was 
written by Professor Irving Fisher of Yale 
University. In the report he stated that 
it was possible to prolong the average life 
of people then living by at least fifteen 
years. Congress failed to carry out the 
recommendations of the Committee to ap- 
propriate funds for the purpose of conserv- 
ing our resources, even conserving human 
vitality, nor did it provide money to carry 
on a campaign of education intended to 
teach the public some of the facts regard- 
ing personal hygiene that would tend to 
decrease illness and prolong life. 


About the same time the officials of 
some of the great life insurance companies, 
including Dr. Eugene Lyman Fisk of New 
York, in the study of their mortality 
records, came to the conclusion that many 
of their policy holders were dying from 
diseases that could be prevented, if they, 
(the policy holders) were informed of 
their faulty and unhygienic methods of 
living. They were also convinced that 
many who died of tuberculosis, diabetes, 
nephritis and other chronic diseases could 
be cured if the diagnoses were made be- 
fore their maladies had progressed too far 
for relief. The facts had been gathered 
which proved. the need for preventing 
disease in adults, but neither the United 
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States Government nor the life insurance 
companies were willing to provide the 
money for the very laudable purpose of 
preventing disease and prolonging the 
lives of the men and women of the United 
States. 


While Professor Fisher was urging 
upon life insurance companies co-operation 
in public health work, and Dr. Fisk was 
actually carrying on a system of periodic 
health examinations in the life insurance 
company with which he was then con- 
nected, Mr. Harold A. Ley, a man of large 
business interests in New York City, de- 
veloped independently the idea of estab- 
lishing a scientific institute that would 
make available to life insurance companies 
and others a standardized service, includ- 
ing a thorough periodic medical survey, 
for the purpose of improving physical 
conditions and reducing mortality, a plan 
in which he figured that life insurance 
companies would have a sound business 
interest as well as a public interest. 


Mr. Ley brought this proposal to Pro- 
fessor Fisher and later to Dr. Fisk. In 
due course the Life Extension Institute 
was organized with ex-President Taft as 
Chairman of the Board of Directors. Mr. 
Taft, Professor Fisher and the members 
of the Hygiene Reference Board have 
given their services without compensa- 
tion. Mr. Ley gives a great deal of his 
time without salary or any financial re- 
turn to this work, which has already been 
helpful to many thousands of citizens of 
the United States. A very definite reduc- 
tion in mortality has been attained among 
those who have been examined. Thus the 
Life Extension Institute was born. 


THE HYGIENE REFERENCE BOARD 


After having the assurance of sufficient 
funds to inaugurate the work of the Life 
Extension Institute, it was easy to get 
many of the leading men in all branches 
of medicine to give some of their time and 
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to lend their influence to a cause the pur- 
pose of which is to prevent disease. Gen- 
eral Gorgas was made Consultant in Sani- 
tation, and among those who are mem- 
bers of the Reference Hygiene Board are: 
Dr. S. S. Goldwater, New York; Dr. L. 
Duncan Bulkley, New York; Dr. David L. 
Edsall, Harvard University; Dr. S. Adol- 
phus Knopf, New York; Dr. J. H. Kel- 
logg, Battle Creek, Mich.; Dr. William 
Holland Wilmer, Washington, D. C.; Dr. 
Walter B. Cannon, Harvard University; 
Dr. Russell H. Chittenden, Yale Univer- 
sity; Dr. Mazyck P. Ravenel, University 
of Missouri; Dr. M. J. Rosenau, Harvard 
University; Dr. E. C. Rosenow, Univer- 
sity of Minnesota; Dr. Thomas W. Sal- 
mon, New York; and Dr. Victor C. 
Vaughan, University of Michigan. 

The South is represented on the Refer- 
ence Hygiene Board by Dr. Lewellys F. 
Barker, Baltimore, Md.; Rear-Admiral 
Cary T. Grayson, Washington, D. C.; Dr. 
Robert Tunstall Taylor, Baltimore, Md.; 
Dr. Hugh Hampton Young, Baltimore, 
Md.; Dr. Charles W. Stiles, U. S. Public 
Health Service; Dr. William H. Welch, 
Baltimore, Md.; Dr. Rupert Blue, Wash- 
ington, D. C.; Dr. Oscar Dowling, New Or- 
leans, La.; Dr. John S. Fulton, Baltimore, 
Md.; Dr. W. S. Rankin, Raleigh, N. C.; 
and Dr. Seale Harris, Birmingham, Ala. 


The following are the purposes of the 
Life Extension Institute: 


To maintain a central clearing house of in- 
formation regarding personal hygiene and how to 
live. 


To insure scientific accuracy and up-to-dateness 
in its work by enlisting the co-operation of a 
board of 100 men eminent in medical science and 
education work. 

To arrange periodic physical examinations in 
any part of the United States and Canada for 
groups (insurance policy holders, employes, etc.), 
and for individual subscribers so that knowledge 
of personal hygiene and how to live may be ap- 
plied with accuracy according to special needs. 

To maintan an educational service, conveying 
to its members the latest information on such 
subjects after due consideration by the Hygiene 
Reference Board. 












2 Rr es perme ta SOME IER 
































Paes ertaee esinnarca maaan 


PRP oe nena onnterinsmaineh 








RELATION TO THE MEDICAL PROFESSION 


The Life Extension Institute combines 
the physical and medical examination fea- 
ture of life insurance, only its examina- 
tions are much more thorough and com- 
prehensive than those of any insurance 
company. It also gives to its members in- 
struction on personal hygiene adapted to 
the particular needs of the person who has 
been examined. None of the corps of phy- 
sicians connected with the Life Extension 
Institute are allowed to prescribe treat- 
ment, or to suggest any physician or sur- 
geon who may treat maladies with which 
those examined may be afflicted. The re- 
ports are sent in by the examiners to the 
home office in New York and the person 
examined is informed by the New York 
office of the defects found which should 
be corrected, or of the disease which may 
not have been suspected which needs treat- 
ment. The Life Extension Institute does 
not treat disease. It only advises regard- 
ing diet, exercise and the faulty methods 
of living which need to be corrected. 

The Life Extension Institute advertises 
direct to the public. Its advertisements 
do not appeal to the sick, but to the well 
man, to be examined once or twice a year 
in order to detect defects or faulty meth- 
ods of living and to prevent disease. Its ad- 
vertisements make up fine material for 
health education because they contain facts 
that every man and woman should know. 
Such advertisements are really helpful to 
the medical profession, because many who 
become members are told to consult their 
physicians, while probably more, as a re- 
sult of these advertisements, go to their 
regular physicians, or to internists, for a 
medical examination once or twice a year, 
even while in health. The Institute does 
not prescribe medical treatment and its 
staff does not take practice from its pa- 
trons. 

The Life Extension Institute in its pio- 
neer work of teaching people what they 
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may do to prolong their lives is perform- 
ing a distinct service to our wonderful 
country. It has the endorsement of, and 
among its best patrons are, several life in- 
surance companies, notably the Metropol- 
itan, which considers it good business as 
well as genuine philanthropy to teach their 
policy holders the facts regarding personal 
and public hygiene which will tend to keep 
them in health. The Life Extension In- 
stitute deserves the support and co-opera- 
tion of the medical profession in its laud- 
able efforts to prevent the chronic diseases 
which, as yet, have received little attention 
from public health officials. 





Correspondence 





PRESIDENT HARDING’S PHYSICIAN 
PHOENIX, ARIZONA, April 9, 1921. 
Editor, SOUTHERN MEDICAL JOURNAL: 


In the issue of the SOUTHERN MEDICAL JOURNAL 
for April, 1921, on the editorial page, under the 
caption, “President Harding’s Physician,” cer- 
tain inaccuracies appear. It occurred to me that 
attention should be called to them. 


The statement is made that “President Hard- 
ing has appointed his family physician, Dr. C. 
E. Sawyer, of Marion, Ohio, a Brigadier in the 
Regular Army.” The fact is that Dr. Sawyer 
was appointed a Brigadier-General in the Med- 
ical Reserve Corps of the Army. Reserve officers 
above the grade of Colonel must be confirmed by 
the Senate, hence Dr. Sawyer’s confirmation by 
the Senate. The point I make is that Dr. Saw- 
yer was not appointed in the Regular Medical 
Corps of the Army. 


The next inaccuracy is in regard to homeo- 
paths in the Medical Corps of the Army or Navy. 
and there are probably no homeopaths 
in the regular Army or Navy.” I personally 
know of two homeopaths in the Regular Medical 
Corps of the Army. One holds the permanent 
rank of Major. I know of one homeopath in the 
Regular Medical Corps of the Navy. No doubt 
there are others in both Army and Navy. These 
men are required to take the same examination 
on materia medica and therapeutics as is re- 
quired of all candidates. 


The SOUTHERN MEDICAL JOURNAL has always 
pursued the policy of accuracy in everything, 
hence, I thought it well to call your attention to 
this matter. Very truly yours, 

R. C. WILLIAMS, M.D. 
Care State Board of Health. 
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Book Reviews 


A Diabetic Manual for the Mutual Use of Doctor and 
Patient. By Elliott P. Joslin, M.D., Harvard Medi- 
cal School. 191 pages, illustrated. Second edition, 
thoroughly revised. Philadelphia: Lea & Febiger, 

19. 

Peactiy the manual to be used by patients in suc- 
cessfully treating diabetes. Simple enough for any av- 
erage patient and contains facts every diabetic needs 
to learn. 





Radiography in the Examination of the Liver, Gall 
Bladder and Bile Ducts. By Robert Knox, M.D., 
King’s College Hospital, London. 64 pages, illus- 
trated. St. Louis: C. V. Mosby Co. 

This is a series of articles reprinted from the 
Archives of Radiography and Electrotherapy during the 
year 1919, based largely upon original investigations, 
on the anatomical considerations and the pathology of 
the gall stones. The radiographic appearances of dif- 
ferent densities of gall stones are illustrated, and the 
technique employed by the author in the examination 
and differential diagnosis of pathological gall bladders. 
The work is heartily commended to all interested in 
radiographic work. 


Handbook of Pulmonary Tuberculosis, Its Diagnosis, 
Prognosis, Prevention and Treatment. By Jefferson 
D. Gibson, M, D. Denver, Colo.: The Denver Scien- 
tific Pub. Co. 

In his effort to prove that at least 90% of all stages 
and complications of pulmonary tuberculosis can be re- 
lieved, Dr. Gibson, in his recent book, describes his 
method of treatment, carefully outlining the clinical 
course of many patients, and presents x-ray plates of 
lung conditions before treatment and after he has fin- 
ished with them. There are chapters on the bacte- 
riology, methods of infection, pathology, diagnosis, 
prophylaxis, general treatment, all of which represents 
the best knowledge and practice in treating this dis- 
ease. Undoubtedly the results obtained by the author 
should be sufficient argument to make one desire his 
excellent book. 


Hygiene: Dental and General. By Turner. St, Louis, 

Mo.: C. V. Mosby Co. 

A well written, excellent new book, presenting the 
subject from a new point of view, and is calculated to 
render the dentist, sanitarian and the public valuable 
service in teaching vital truths of health. There are 
strong chapters on the teeth and the relation of oral 
hygiene to the general health. Among other well writ- 
ten chapters, there is one on public health administra- 
tion that should make this book serviceable to all en- 
gaged in preventive medicine. 


Refraction and Motility of the Eye. By Ellis M. Alger, 
M.D. 394 pages, 175 illustrations. Second edition, 
revised. Philadelphia: F. A, Davis Co. 

The text represents lectures to post-graduate stu- 
dents at the New York Post Graduate Medical School. 
Special emphasis is placed on refraction, which is 
usually considered drudgery by many. Indeed a good 
refractionist is an artist. The study of optics, in the 
normal and abnormal eye, with methods of examina- 
tions occupies considerable space. Motility is pre~ 
sented in an exhaustive manner. Especially in- 
structive chapters are written on ocular paralysis and 
color-blindness. 


Short Talks on Personal and Community Health. By 
Louis Lehrfeld, A.M., M.D., Department of Public 
Health, Philadelphia. Pages 271. Philadelphia: F. 
A. Davis Co. 

This book is a collection of talks or short articles 
published by the public health department in Philadel- 
phia. The articles are written in such popular style 
that they can be understood by every one. The sub- 
jects considered are grouped as follows: Preventable 
diseases, subjects for spring and summer; subjects for 
holidays, miscellaneous topics, food and water, infants 
and children. It is a good book for those interested in 
public health. ; 
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Diabetes. A Handbook for Physicians and their pa- 
tients. By Philip Horowitz, M.D. 196 pages and 27 
illustrations. New York: Paul B. Hoeber, 

From the author’s clinical experience, he draws 
many interesting conclusions and presents them with 
his outline of treatment used successfully in diabetes. 
The diet is the basic principle. Considerable space is 
devoted to food, recipes, etc. The author’s theory is 
that intestinal toxemia is the underlying cause of 
weakened pancreatic function in many diabetics. 





The American Red Cross in the Great War. By Henry 

P. Davison. New York: Macmilian Co., 1920. 

The chairman of the War Council of American Red 
Cross has permanently recorded the doings and some- 
thing of the beneficence of the Red Cross organization 
during this war period. It makes a thrilling story, and 
the achievements are such that every American should 
feel justly proud of this wonderful organization, whose 
whole function is to relieve suffering humanity any- 
where in the world. 


Yours for Sleep. By William S. Walsh, M. D. New 

York: E. P. Dutton Co. 

This is a non-technical, authoritative handbook, in 
which the author presents, exhaustive consideration of 
insomnia, its causes and remedies. Such conditions 
as worry, neurasthenia, indigestion, constipation, hy- 
pertension and arterio-sclerosis, eye defects, fatigue, 
sleeping habits, etc., are described in their relation to 
sleeplessness. This is one of the few books that a 
doctor can safely trust to his patient, 





Cunningham’s Manual of Practical Anatomy. Revised 
and edited by Arthur Robinson. Seventh edition. 
Vol. 3. New York: William Wood & Co. 

No introduction of this book is necessary, for Cun- 
ningham’s Anatomy has been used as a text book in 
nearly all laboratories. The third volume describes 
only the head and neck. This edition contains changes 
in the type to facilitate its use, and many new figures 
to make clearer the descriptive matter. This is prob- 
pus the best of its kind available for medical stu- 

ents. 


Dermatology—The Essentials of Cutaneous Medicine. 
By Walter James Highman, M.D., Chairman, Section 
on Dermatology and Syphilology, American Medical 
Association; Associate Professor of Dermatology, 
New York Post-Graduate Medical School and Hos- 
pital; formerly Instructor in Dermatology, Cornel! 
University Medical School; Acting Associate Derma- 
tologist, Mt. Sinai Hospital, New York; Adjunct Der- 
matologist, Lenox Hill Hospital, New York; Pathol- 
ogist, Department of Dermatology, Vanderbilt Clinic, 
New York, etc. New York: The Macmillan Co., 1921. 
Here is no rehashed transcript. The reader feels 

instinctively that the author is expressing ‘‘the faith 

that is in him.” 

Embracing new views of many dermatological prob-~ 
lems, this book differs from some present day volumes 
by older authors, who, trained in the thought of the 
last two decades of the past century, do not always 
escape flavoring their work without worn impressions. 

The stilted, pedantic style of many texts is absent. 
Indeed, there is a bit of levity here and there, and 
flashes of wit light more than one serious passage. A 
tendency to dogmatic assertion, met occasionally, is 
usually associated with attack upon some iliogical or 
discredited teaching. 

Rare diseases, and those of little importance, are 
treated briefly in small type. This method has obvious 
advantages, here augmented, for Highman can draw 
striking pictures with a dash of the pen. As example, 
the few lines describing prurigo nodularis are, for 
pithiness and compendiousness, hardly excelled in 
dermatological literature. 

There are ninety-five full page illustrations. Histo- 
pathological data is omitted. The author gives only 
such treatment as he himself uses. 

While the book is written for students and the gen- 
eral practitioner, dermatologists cannot fail to be 
pleased, and should be particularly interested in the 
classifications of diseases, and in the scholarly sugges- 
tions as to nomenclature. 
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An Introduction to Bacteriology for Nurses. By Harry 
W. Carey, A.B., M.D. Second revised edition. Phil- 
adelphia: F, A. Davis Co, 

In this small book of 149 pages the author has pre- 
sented the subject of bacteriology in a clear, concise 
and easily understood manner. It is well adapted to 
the needs and use of nurses, and it is recommended 
as a satisfactory text for training schools, 


Malaria at Home and Abroad. By S. P. James, M.D., D.P.H. 
(Lieut. Col., I.M.S., retired.) Fellow and a Member of 
the Council of the "Society of Tropical Medicine and Hy- 
giene; Fellow of the Royal Geographical Society, the 
Royal Society of Medicine, and the Medical Society of 
London. Adviser on Malaria to the Ministry of Health, 
England, and a Medical Officer of the Ministry. Lately 
Assistant Director of Medical Services (Sanitary), Indian 
Expeditionary Force “D.’’ Formerly with the Royal So- 
ciety’s Malaria Commission, Secretary to the Committee 
for the Study of Malaria in India, and Editor of Paludism. 
Illustrated with one colored map and 104 full-page and 
text figures, 234 pages. New York: William Wood 
Co., 1920. 

From a varied experience in the tropics the author writes 
for the benefit of medical men and administrators. He will 
be appreciated in the South, where malaria is one of the 
great health problems. The book contains a description of 
malaria and the malarial organism, the method of inquiring 
into malaria in any country, and of making malaria sur- 
veys, obscure symptoms and methods of treatment, varieties 
of mosquitoes and minute differences in their ‘larvae as 
well as the best methods of destroying them. It is a worth- 
while addition to the malaria literature, which has been 
published more often in periodicals than in book form. 





Shell-Shock and Other Neuropsychiatric Problems. Pre- 
sented in Five Hundred and Eighty-Nine Case Histories 
from the War Literature, 1914-1918. By E. E. Southard, 
M.D., Se.D., Director (1917-1918), U. S. Army Neuro- 
psychiatric Training School (Boston Unit); Late Major, 
Chemical Warfare Service, U. S. Army; Bullard Professor 
of Neuropathology, Harvard Medical School; Director, 
Massachusetts State Psychiatric Institute (of the Massa- 
chusetts Commission on Mental Diseases); Late President, 
American Medico-Psychological Association. With a 
bibliography by Norman Fenton, S.B., A.M., Sergeant, 
Medical Corps, U. S$. Army (Assistant in Psychology to 
the Medical Director, Base Hospital 117, A. E. F.); Late 
Interne in Psychopathic Department, Boston State Hos- 
pital; Assistant in Reconstruction, National Committee 
for Mental Hygiene; and an introduction by Charles K. 
Mills, M.D., LL.D., Emeritus Professor of Neurology, Uni- 
versity of Pennsylvania. By vote of the Trustees of the 
Boston State Hospital, Monograph Number Three of the 
Psychopathic Department. Boston: W. M. Leonard. 
Medicine and surgery made some real progress from war 

experiences, but comparatively little when one realizes the 

enormous amount of material that passed so hurriedly 
through the hands of the medical and surgical groups. How- 
ever, neuropsychiatry has advanced by leaps and bounds and 
has proven its usefulness and importance. No army can be 
properly organized without a well-equipped neurological de- 
partment. The neurologist has forced the militarist to ac- 
knowledge that a sound mind is as essential for efficient 

—— as a sound body, and this volume is a part of the 

proof. 

Preceding the World War neuropsychiatry was a subject 
of interest only to a chosen few who were regarded by the 
rank and file of the medical profession as dreamers or the- 
orists—a set of freaks to take care of the freaks. 

The neurotic has long been neglected, shunned, pushed 
aside or passed along, usually, too indifferently even to 
put them in the care of competent neurologists. Medical 
students often cut neurological and psychiatrial lectures and 
clinics whenever possible, only taking the compulsory por- 
tion and usually boasting of forgetting even that when ex- 
aminations are over. 

The Society for the Study of Mental Hygiene had just 
gotten its plan of attack upon this whole neuropsychiatrical 
problem boldly outlined and well organized when America 
entered the World War. This group realized the importance 
of keeping the unfit out of the fighting ranks. Dr. Thos. W. 
Solomon, who was at the head of the National Committee 
for Mental Hygiene, was placed in command of the Neuro- 
logical Department for organizing and caring for our Army. 

Dr. Southard was made Director of U. S. Army neuro- 
psychiatric training school (Boston Unit). This was his 
opportunity. He took the neuropsychiatrical case reports 
from the armies of the world. Out of this enormous amount 
of material he has chosen 589 case reports as a basis for 
this volume of 1,000 pages. Prof. Southard was an in- 
ternist, neurologist, psychiatrist and teacher. 
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This grouping is really a work of art and could not: have 
been done by any other than a man of Prof. Southard’s 
attainments. Internist, neurologist, psychiatrist and teacher, 
and these largely by the inspiration of teaching several 
classes and talking over the same subject many times, this 
book seems to represent just such a course. Then this 
volume is not a text-book in the narrow sense of the word, 
but a post-graduate study of neuropsychiatry. 

Very briefly, the art of this scientific grouping is: 

Section A: (1) neurosyphilitic, 34 cases; (2) the feeble- 
minded, 18 cases; (3) epileptics, 33 cases; (4) alcohol-drug 
poison, 17 cases; (4) focal brain lesions, 15 cases; (5) soma- 
topsychoses, 29 cases; (6) senile and presenile, none; (8) 
dementia praecox, 16 cases; (9) manic depression, 7 cases; 
(10) psychoneuroses, 12 cases; (12) psychopathoses, 15 cases. 

Section B: Shell-shock, its nature and causes, 174 cases. 

Section C: Shell-shock, diagnosis, 102 cases. 

Section D: Shell-shock, treatment and results, 117 cases. 

Section E: Epicrisis, 73 pages of a general discussion of 
shell-shock, ete. 

To any one who has an elementary knowledge of neuro- 
psychiatry, this volume is recommended for post-graduate 
or collateral reading. 


Review of Heart Affections, Their Recognition and Treat- 
ment. By S. Calvin Smith, M.D. Philadelphia: F. A. 
Davis & Co., 1921. 

Certain sections are stressed more than seems proper in 
a book written for the physician doing general practice, for 
whom the book is intended. 

The fact that there is only one paragraph, page 379, given 
to the heart in pregnancy, while thirty-six pages are devoted 
to graphic methods of cardiac investigation, seems to de- 
tract from the purpose of the work. 

The sections on electrocardiography and polygraphic trac- 
ings are not clear, although one in reading the book real- 
izes that the author is thoroughly familiar with both sub- 
jects. 

Under arteriosclerosis, page 305, the author extols the 
action of potassium iodid in that condition and states that 
its action is not dependent upon the patients being luetic. 

Despite the fact that the author has had extended experi- 
ence with the class of cases which he terms neuro-circulatory 
= this chapter is not so clear as many others in the 
ook, 

Under the section on cardiac drugs he makes no reference 
at all to the more recent work on digitalis. 

_ The book is well printed and illustrated, and on the whole 

is a safe guide for one interested in elementary cardiology. 


Southern Medical News 


ALABAMA 

The annual convention of Southern Railway Surgeons will 
be held in Mobile May 24-25-26 

Dr. George Lotterhos, Birmingham, announces that he 
has resumed practice of general medicine with offices at 915 
Empire Building. 

Extensive alterations have been made at the Andalusia 
City Hospital. 

Improvements have been completed on the Covington 
County Hospital. 








Deaths 
Dr. Orlando Tyler Shepard, Dadeville, aged 77, died March 
13 from carcinoma of the lower jaw. 





ARKANSAS 


At a recent meeting of the Pope fonnte Medical Society 
the following officers were elected: . R. L. Smith, Presi- 
dent; Dr. S. Drummond, uate. 

New officers for Jackson County Medical Society are as 
follows: Dr. A. O. Jamison, Tuckerman, President; Dr. H. 
O. Walker, Newport, Vice-President; Dr. Ira H. Erwin, 
Secretary-Treasurer. 

The following are new officers for Searcy County Medical 
Society: Dr. A. S. Melton, Marshall, President; Dr. J. A. 
Henley, Marshall, Vice-President; Dr. Sam G. Daniel, Sec- 
retary-Treasurer. 

The following are officers for Lonoke County Medical So- 
ciety: Dr. H. N. Street, Lonoke, President; Dr. Henry 
Thibault, Scotts, Secretary. 

The following are officers for Ashley County Medical So- 
ciety: Dr. H Cockerham, President; Dr. M. C. Hawkins, 
Vice-President; Dr. L. C. Barnes, Secretary-Treasurer. 

The following officers have been elected for Local County 
Medical Society: Dr. Smith, Paris, President; Dr. 
John Stewart, Booneville, Vice-President; Dr. H. M. Keck, 
Paris, Secretary-Treasurer. 

(Continued on page 38) 
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post partum pains 


usually quickly yield to “Benzylets ;” 

(initial dose 2; one an hour later—then p. r. n.) 

Tasteless, without gastric irritation, this non-toxic, non-narcotic, 
non-habit-forming analgesic and anti-spasmodic merits its wide 
use in place of the opium galenicals because of ameeed and 
ethics. 

In ethically-labelled boxes of 24 at most good drug stores. Please 
mention this journal when you write for your sample. 


BENZYLETS 


SHARP & DOHME of Baltimore 














WHEN YOU WANT 


FLUIDEXTRACT CASCARA AROMATIC that is efficient, yet palat- 
able SPECIFY 


LIQUID CASCARA 
FLAVORED P-M CO 


LIQUID CASCARA FLAVORED P-M CO is made from high grade barx, 
carefully aged before use, carefully debitterized, carefully extracted. 


The satisfactory results, judged from your own and your patients’ view- 
point, justifies our pride in this product. 


PITMAN-MOORE viianadaiiale 


INDIANAPOLIS, Chemists U.S. A. 
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(Continued from page 436) 


Deaths 
Dr. Albert M. Gaines, Pea Ridge, aged 66, died March 14, 


Dr. Wayland Dewees Roberts, Brazils, aged 63, died in St. 
A SEASONABI E Vincent’s Infirmary, Little Rock, February 17. 
Dr. W. T. Gabbert, Fayetteville, died March 27 in a 


hospital in Fort Smith. 


SUGGESTION DISTRICT ‘oF couunet 


On March 1 Dr. Edward A. Spitzka, New York, assumed 
his new duties in the Neuropsychiatric Section, Medical Di- 
vision, War Risk Insurance Bureau, Washington. 

The Medical School of the George Washington University, 
The use of a capable culture of Washington, has filed an application with the Medical De- 

partment of the Army for the establishment of a Reserve 


Bacillus Bulgaricus will give clinical Officers’ Training Corps course. The Surgeon-General has 
assigned Major Eugene G. Worthington, retired medical of- 


results that will please you. ficer, as Professor of Military Science and Tactics. 
The Congress of American Physicians and Surgeons will 
hold its meetings in Washington May 2-3, 1922. 


; ; Deaths 
B. B. CULTURE 1S especially Dr. Joseph Taber Johnson, Washington, aged 75, died 


suited for this work, being effective, ae hae 


easy of administration and incapable GEORGIA 
j j In co-operation with the State Health Department, an in- 
of harm to the most delicate infant. stitute for public health workers was held in Augusta from 
February 21 ~ March 4 < 4 a Health School of the 

: University of Georgia Medica ollege. 
The best druggists throughout the At a conference held March 18-19 in Atlanta, eight of the 
: : Southeastern states were represented by their directors of 
South are our depositories. bureaus of vital statistics. A permanent organization of 
state, city and local registrars of vital statistics was ef- 
fected. The following were elected officers: Dr. William 
A. Davis, Atlanta, ne Dr. J. e” ——. , = 
leans, Vice-Chairman; Mr. Stewart G. ompson, orida, 

B. B. CULTURE LABORATORY, Inc. Secretary-Treasurer. 

Dr. B. V. Elmore has succeeded Dr. E. O. Chimene as 

Health Commissioner of Floyd County. 
Yonkers, New York The Southern Health Laboratory Asociation was organ- 
ized in Atlanta March 16 for the purpose of securing uni- 
formity of methods and procedure among the public health 


(Continued on page 40) 


























DR. WILLIAM KRAUSS’ 


Physicians’ Laboratory 


SHIPPING ADDRESS: GOODWYN INSTITUTE 
MAIL ADDRESS: DeSOTO STATION 


MEMPHIS, TENN. 


All recognized procedures for clinical purposes carried out by standard 
methods in a completely equipped laboratory by competent workers at 
standard rates. 

Modifications of the WASSERMANN test added to regular test when 
desired. 

Photomicrographs of tissue sections must be requested at the time the 
specimen is sent. 

Reports sent as expeditiously as is consistent with correct procedure. 
Water and milk for plating and animal tissue for anthrax or rabies should 
be sent on ice by special messenger. 
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No physician needs to be told 
that badly cooked food can undo 
in a week the physiological gain 
of many months. 

This is especially true of pa- 
tients suffering from any dis- 
order in which indicanuria is a 
prominent symptom. 


Not a little of this trouble is 
the result of eating food cooked 
in animal fats. These fats are 
absorbed into the substance of 
the food during the process of 
cooking—rendering the foodstuff 
heavy, soggy and indigestible. 

Also, the low smoking point of 
these fats favors the develop- 
ment of acrolein—which inhibits 
the normal isomeric transforma- 
tion of the proteid molecule. 


Mazola, which is a pure vege- 
table oil, stands a much higher 
degree of heat before smoking 
than does animal fats. 


Food cooked in Mazola is 
seared over by the intense heat. 
The rich juices are retained; the 
cells of the food are relatively 
free from the heavy coating of 


There’s Nobody More in Need 
of Education Than the Cook 


MAZOLA IS SOLD BY ALL GROCERS EVERYWHERE 






fat that causes gastric and intes- 
tinal fermentation, and difficulty 
in assimilation. 

Mazola is also a highly palat- 
able salad and table oil, supple- 
menting materially the fat intake 
of under-nourished patients. It 
contains lecithin and from 1 to 
114% of glycerophosphates—val- 
uable in stimulating nerve inner- 
vation. 

Give your patients the benefit 
of the best there is, Doctor, by 
recommending the exclusive use 
of Mazola as a cooking fat and 
table oil; you will be immensely 
pleased with the results shown. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York City 
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SAVE MONEY ON (Continued from page 38) 
laboratories of the Southern states. Directors and _ sub- 


YOUR X.~RAY svppuis 


Get our price list and discounts on quantities before you 
purchase 


HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 
10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 


X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
en Ilford or X-ograph metal backed. Fast or slow 
emuls 

“oy SULPHATE. For stomach work. 

w 

COOLIDGE. "X-RAY TUBES. 5 styles, 10 or 80 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 65 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

LEADED GLOVES AND APRONS. (New type glove, lower 


priced.) 
FILING ENVELOPES with printed X-ray form. 
plates.) Order direct or through your dealer. 


Finest grade. 


(For used 


Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 
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| Vice-President ; 


| officers: Dr. 
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| Coker, 
If You Have a Machine Get Your | 


directors of municipal and state laboratories will be eligi- 
= to membership. The following officers were elected: 

Dr. Clarence A. Shore, Raleigh, N. C., President; Mr. T. F. 
| Seiheon. Atlanta, Secretary. 

Dr. Harry W. Shaw was recently appointed to the Board 
of Directors of the Medical School of the University of 
Georgia, Augusta. 

The following officers have been elected for Floyd County 
Medical Society: Dr. Henry A. Turner, President; Dr. 
B. Smith, Vice-President; Dr. M. M. McCord, Secretary- 
Treasurer. 

Officers for Henry County Medical Society are as follows: 
Dr. W. W. Carmichael, Hampton, President; Dr. J. A, 
Combs, Locust Grove, Vice-President; Dr. W. ’A. Williams, 
McDonough, Secretary-Treasurer. 

ew officers for Lowndes County Medical Society are as 
follows: Dr. R. C. Smisson, President; Dr. T. E. Penning- 
ton, Vice-President; Dr. T. H. Smith, Secretary-Treasurer. 

Officers for Tift County Medical Society are as follows: 
Dr. Carl Pittman, President; Dr. I. Willis, Vice-President; 
Dr. D. B. Harrel, Secretary-Treasurer. 

Officers for Warren County Medical Society are as fol- 
lows: Dr. Alton W. Davis, President; Dr. Earl K. Lazenby, 
F. L. Ware, Secretary-Treasurer. 

New officers for Sumter County Medical Society are: Dr. 
B. T. Wise, Plains, President; Dr. Wilber Smith, Americus, 
Vice-President; Dr. J. C. Logan, Plains, Secretary-Treas- 
urer. 

Officers for Morgan County Medical Society are as fol- 
K. Bell, President; Dr. F. M. Prior, Vice- 
President; Dr. J. H. Nicholson, Secretary-Treasurer. 

Polk County Medical Society has elected the following of- 
ficers: Dr. H. Richardson, President; Dr. S. L. Whitley. 
Dr. W. W. Tison, Secretary-Treasurer. 
Cherokee County Medical Society has elected the following 
James R. Boring, President; Dr. Newton J. 
Vice-President; Dr. G. C. Brooke, Secretary-Treas- 
urer. 

Meriwether County Medical Society has elected the fol- 

E. B. Terrell, President; Dr. Frank 
Norman, Secretary-Treasurer. 
Officers for Turner County Medical Society: Dr. W. A. 


(Continued on page 42) 








PATHOLOGY 
Allen H. Bunce, A.B., M.D. 


methods and technique are used. 


treatment are indicated. 





Laboratories of Drs. Bunce and Landham 
ATLANTA, GEORGIA 





DEPARTMENTS 


BACTERIOLOGY and SEROLOGY X-RAY and RADIUM 
George F. Klugh, B.S., M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 


DRS. BUNCE AND LANDHAM, Healey Bldg., Atlanta, Georgia 


Jackson W. Landham, M.D. 


Only standardized 
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Beware of Gluten 














ie oe TP 


be 


66 LUTEN Bread is the Diabetic’s worst enemy”—declared the late Dr. 
Janeway, probably America’s greatest physician. There is not a 
gluten bread that does not contain starch in amount rarely less than 20% 
| and often more than 40%. The safe way is to prescribe a flour with the 
analysis on each package showing it to be strictly non-carbohydrate, such as 


LISTERS 


C 





DIABETI 
FLOUR 


Absolutely Starchless 





Made strictly from specially blended caseins of milk, it is necessarily free 

from the slightest trace of starch; and it is relieved by special process from 

all traces of sugar. Lister’s Flour is self-rising and can be made easily and 

guickly into substantial, satisfying Diabetic Bread and delicious Cookies, 

Muffins, Doughnuts, etc., all strictly non-carbohydrate. Packed in small, 

carefully weighed boxes—one for each day—suitable for a “strict diet” or 
part of a liberal diet. 





One Month’s Supply (30 Boxes) - $4.85 
Fifteen Days’ Supply (15 Boxes) - 2.75 


Sent direct to the Physician or to his patient. Or write to us for the name 
of our druggist-agent nearest to you. 


LISTER BROS., Inc., 405 Lexington Ave., New York 


Coast StTatES—Starchless Food Co. CaNnaDA—W. Lloyd Wood 
412 Kerckhoff Bldg., Los Angeles, Cal. 64 Gerrard St., Toronto, Can. 
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Dr. George B. Adams 


SAYS: 


“Reinforce your clinical diagnosis 
with 
laboratory findings.” 
a | 


Your attention is invited to our 
modern laboratories, where no effort 
is spared to make our work reliable. 


With our PRESENT SYSTEM we 
are rendering efficient and prompt 
service to physicians in all the South- 
ern States. 


TISSUE SPECIMENS carefully ex- 
amined in serial sections and a de- 
tailed report made of the histopathol- 
ogy present. 


WASSERMANN TEST done with 
reagents of the highest purity, and a 
check test is done on all specimens. 


BACTERIA responsible for infec- 
tion identified and AUTOGENOUS 


VACCINES prepared. The vaccine is 


dispensed in convenient and practical 
containers. 


GENERAL LABORATORY EX- 
AMINATIONS are equally invited and 
efficiently made. 


PASTEUR TREATMENT mailed 
to remote locations and successfully 
administered to patients by their fam- 
ily physician. 


Containers for mailing specimen 
and fee list furnished on request. 


DR. GEORGE B. ADAMS 


Clinical Laboratories 
705-709 Maison Blanche Annex 


New Orleans 


(Continued from page 40) 


Harrison, Sycamore, President; Dr. W. J. Dixon, Rebecca, 
Vice-President; Dr. J. T. Moore, Sycamore, Secretary. 

Worth County Medical Society elected the following of- 
ficers: Dr. J. L. Tracy, President; Dr. W. J. Hall, Vice- 
President; Dr. W. C. Tipton, Secretary-Treasurer. 

Officers for Bibb County Medical Society are: Dr. T. E. 
Rogers, President; Dr. J. P. Holmes, Vice-President; Dr. 
H. J. Peavy, Secretary-Treasurer. 

Officers for Gordon County Medical Society are: Dr. E. 
O. Shellhorse, President; Dr. H. R. Richards, Secretary- 
Treasurer. 

Berrien-Cook County Medical Society has elected the fol- 
lowing officers: Dr. M. L. Webb, President; Dr. C. G. 
Scruggs, Vice-President; Dr. L. R. Hutchinson, Secretary- 
Treasurer. 

Officers for Barrow County Medical Society are: Dr. J. 
C. Daniel, Statham, President; Dr. T. L. Holcomb, Statham, 
Secretary-Treasurer. 

Officers for Lamar County Medical Society are: Dr. J. M. 
F. Barron, President; Dr. C. H. Willis, Vice-President; Dr. 
John M. Anderson, Secretary-Treasurer. 

Officers for Grady County Medical Society are: Dr. J. B. 
Warnell, President; Dr. J. E. Wright, Secretary-Treasurer. 

Officers for Monroe County Medical Society are: Dr. G. 
F. Williams, President; Dr. W. J. Smith, Secretary-Treas- 
urer. 

Deaths 

Dr. James W. Smith, Monroe, died February 2 from pneu- 
monia. 

Dr. Irvin Willis, Omega, aged 42, died March 16. 

Dr. Arthur G. Hobbs, Atlanta, aged 67, died March 9. 





KENTUCKY 
A course in public health has been established at the 
University of Louisville. The course consists of certain 
elective subjects in the junior and senior years, vacation field 
work in the summer following the junior year, and a fifth 
year which corresponds to a hospital internship. Follow- 


(Continued on page 44) 














THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


PATENTED 


A washable 
A b dominal 
Su p porter 
adapted to 
the use of 
men, women 
and chil- 
dren for 
any purpose 
for which 
an abdomi- 
nal sup- 
porter is needed. For General Support—as 
in Visceroptosis, etc. For Special Support— 
as in Hernia, Relaxed Sacro-Iliac Articula- 
tions, etc. For Post-Operative Support—as 
after operations upon the stomach, gall 
bladder, etc. 

Illustrated descriptive folder with samples 
of materials and physicians’ testimonials 
will be forwarded upon request. 

All Mail Orders Filled at Philadelphia 
—Within 24 Hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., Philadelphia, Pa. 
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For The Surgeon 


Bard-Parker Knife 


it’s Sharp! 
Ask Your Dealer 


Bard- Parker Company, Inc., New York 











It’s Sharp? 


That is the opinion expressed 
by all surgeons who have used 
this 


BARD-PARKER KNIFE 


Designed to eliminate the nui- 
sance and uncertainty of re- 
sharpening by means of re-_ 
newable blades, which have 
the sharpest cutting edge at- 
tainable. 


The price of a new blade is less than the cost of sharpening an ordinary scalpel. 
The surgeon is thus assured of a knife of standard sharpness, always ready for use. 
The illustration demonstrates its simplicity, the price its economy. 

Blades in packages containing 6 of one size. Order by size number. 

Handles, all sizes, each, $1.00. Nos. 1 and 3 Handles fit Nos. 10 and 11 Blades. 


Blades, all sizes, per dozen, $1.50. Nos. 2 and 4 Handles fit Nos. 20 and 21 Blades. 
Pocket Cases for 2 Handles and a dozen Blades. Leather Cases, $1.50. Khaki Cases, $1.00. 


MAIL ORDERS RECEIVE SPECIAL ATTENTION. 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments and Hospital Supplies 
BIRMINGHAM, ALABAMA 
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HECHT GRADWOHL 
TEST 


Is made on every blood submitted 
without extra charge. 








This test gives you information which 
increases the accuracy of your diag- 
noses. 


SPINAL FLUID 
TESTS 





Wassermann 
Pandy 

Ross Jones 
Lange 

Cell Count 


We urge practitioners to submit 
spinal fluid to aid in the diagnosis of 
syphilis. You will be surprised at 
the frequency of positive results in 
so-called “Asymptomatic” cases. 


Write for Spinal Puncture Outfit, also Free 
Containers and Literature. 


Gradwohl Laboratories 


928 N. Grand Ave., St. Louis, Mo. 
Guthrie Building, Paducah, Ky. 
7 W. Madison Street, Chicago, Il. 
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ing this course the student may receive the Doctor of Public 
Health as well as the M.D. degree. 
Twelve rooms have been added to the New Albany Hos- 


| pital. 


Pendleton County on Society has elected the follow- 

ing officers: Dr. C. Nichols, Morgan, President; Dr. 

W. Brown, Sisctbacient: Dr. W. A. McKinney, Fal- 
mouth, Secretary-Treasurer. 

Garrard County Medical Society has elected the following 
officers: Dr. W. M. Elliot, President; Dr. J. BE. Edwards, 
Vice-President; Dr. J. Kinniard, Secretary-Treasurer. 

Metcalfe County Medical Society has elected the following 
officers: Dr. P. D. Harvey, President; Dr. James Taylor, 
Vice-President; Dr. H. R. Van Zant, Secretary-Treasurer. 

Breckenridge County Medical Society has elected the fol- 
lowing officers: Dr. J. A: Sandbach, President; Dr. R. W. 
Meador, Vice-President; Dr. J. E. Kincheloe, Secretary- 
Treasurer. 

Ohio County eo Society has elected the following of. 
ficers: Dr. P. T. Willis, President; Dr. J. D. Stewart, Vice- 
President; Dr. Oscar Allen, Secretary-Treasurer. 

Whitley County Medical Society has elected the following 
officers: Dr. J. O. Adkins, President; Dr. Garfield Howard, 
Vice-President; Dr. C. A. Moss, Secretary-Treasurer. 

Hart County Medical Society has elected the following of- 
ficers: Dr. A. Weldon, President; Dr. C. H. Moore, 


| Secretary-Treasurer. 


| officers: Dr. 


| officers: Dr. 





Calloway County Medical Society has elected the following 
>. O. Gingles, President; Dr. B. B. Keys, 
Vice-President; Dr. E. B. Houston, Secretary-Treasurer. 

Owsley County Medical Society has elected the following 
officers: Dr. W. H. Gibson, President; Dr. B. F. Type, Vice- 
President; Dr. C. M. Anderson, Secretary-Treasurer. 

Clark County Medical Society has elected the following 
officers: Dr. E. R. Bush, President; Dr. S. J. Rose, Vice- 
President; Dr. G. F. Doyle, Secretary-Treasurer. 

Lewis County Medical Society has elected the following 

H. M. Bertram, President; Dr. E. M. Fore- 
man, Vice-President; Dr. J. D. Liler, Secretary; Dr. C. E 
Stout, Treasurer. 

Paducah has appropriated $20,000 for improvements at 
Riverside Hospital. The three-story building constructed for 
nurses, but never used, will be used for negro patients. 


(Continued on page 46) 





NOTICE 


SHERMAN’S VACCINES 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 


This package has many superior features whieh 
assure asepsis, prevent leakage and facilitate 
the removal of contents. It is construct 

the well known Sherman principle. 

The vial is amply strong which prevents break- 
age so frequent with shell vials. 

We are exclusive and pioneer producers of Bac- 
terial Vaccines. Originators of the asceptie bulk 
package. Pioneer in elucidation, experimenta- 
tion and clinical demonstration. 











The largest producers of 
Stock and Autogenous 
Bacterial Vaccines. 
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RADIUM 


PTAN DAR O CHEMICAL GO. | 
Rhy Tal I Mae 


RADIUM of highest purity paratus adopted after eediie 
in any quantity. -been proven therapeutically 
Patented glazed plaques practicable. 
for superficial condition. U. S. Bureau of Standards 
Tube and needle applicators Certificate. 
for deep therapy, ; Our Departments of Physics 
Apparatus for radium emanation 4nd Medicine give instruction 
installed by our Dept. of Physics. in the physics and therapeu- 
All our nce and si tic i - Radium. 


~ RADIUM CHEMICAL CO. 


PITTSBURGH, PA 


BOSTON CHICAGO SAN FRANCISCO 
Little Building Marshall Field Annex Building Flood Building 


Astor Trust Bllg NEW YORK Fifth Ay. & 42 St 











Dr. M. M. Cullom’s Mouth Gag 


Wir Two TONGUE DEPRESSORS 
FOR ADULTS AND CHILDREN 





READY FOR 
IMMEDIATE 
DELIVERY 


The tongue depressors on this mouth gag 
have a vertical adjustment and can be attached 
or detached instantly. Instead of crowding the 
tongue into the larynx, they exert a lifting 
force on the base of the tongue and permit free 
respiration. 


V. MUELLER & COMPANY 


1771-1789 Ogden Ave., CHICAGO 
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(Continued from page 44) 
Deaths 


F 0 R | N F A N T S Dr. Samuel Prichard Fetter, Ashland, aged 38, died 
March 18. 


Dr. Marcus Lindsay Cooper, Okolona, aged 84, died Feb- 
ruary 15. 





Bese Relea site — share 








A COMPLETE FOOD LOUISIANA 


3 The parishes of St. Charles, St. John and St. James on 
Safe Uniform Reliable March 10 were organized into a Tri-Parish Medical Society. 

The following officers were elected: Dr. L. T. Donalson, 
| Sr., President; Dr. L. Cheves Tebo, Secretary-Treasurer. 


A well-balanced, convenient and easily oa 
| eaths 


assimilated nutrient. Dr. Wm. A. Kohlmann, New Orleans, aged 58, died March 
21 from heart disease. 


THE ORIGINAL Ss bv the Dr. Arthur R. Choppin, Captain, M.C., U. S. Army, Alex- 
Endorsed y andria, aged 51, on duty at Fort Sam Houston, Texas, died 
medical profession, February 28. 

: v7 Dr. Joseph Conn, New Orleans, aged 50, died March 4 
for over one-third | from heart disease. 
century, in the feed- { mt Neely McCoy Palmer, Shreveport, aged 40, died 
“ arch 8. 
ing of infants, anae- eee 
; : ie } 
mic children, come - MARYLAND 
lescents, invalids The annual setations ot the Maryland Tuberculosis Asso- 
aged. ciation was held in Baltimore March 28. 
and the ag Dr. William H. Welch, Director of the School of Hygiene 
and Public Health, Johns Hopkins University, has been 
For samples elected to honorary membership in the Societe belge de 
d inted medecine of Belgium. 
an printe Dr. Susanne R. Parsons, Hospital of the Woman’s Medical 
matter ad- College, Philadelphia, has been selected as Director of the 
Welfare Center of the Baltimore City Health Department's 


dress Bureau of Child Welfare. 
Deaths 


etc °S Dr. Edward P. McDevitt, Baltimore, aged 66, died March 8 
RACINE, WIS.,U.S-A- wo from heart disease. 

CREAT eerrain: suovon. BucKs. ENON Dr. William David Booker, Baltimore, aged 76, died March 

15_ from pneumonia. 


Racine, Wis. Dr. Howard M. Kemp, Bloomington, aged 64, died March 


AVOID IMITATIONS 14 from heart disease. 
Dr. William Fletcher Hall, Crisfield, aged 68, died Feb- 
ruary 17. 
Dr. Lewis C. Carrico, Bryantown, aged 60, died March 14 


FARA AAA AAA HANAHAN UE itt from heart disease. 
um — iui | Dr. John J. Ligget, Ladiesburg, aged 74, died February 17. 




















The clientele o cies 


Several cases of smallpox have been reported in Vicks- 


e } 
th 1S _ O m p a nN VY h as — Sam H. McLean, Jackson, announces that his practice 


is now limited to surgery and office consultation. 


been builded on the ba- | ponte 


_—er Lysis of its | BE SMM, Baa¥iceCumb. smed 36, ded March 8. 

| r. Mildre us iver, Money, age » di 7. 

S1S O an ana ySiS O 1 S } Dr. Joseph Jerome Ferguson, Greenville, aged 52, died 
| February 28 from cerebral hemorrhage. ‘ 

needs— | Dr. Henry Franklin Sproles, Vicksburg, aged 42, died 


| March 17 5g ig oy Polat ot aaa - . 
| Dr. Wm. P. Berry, Moss Point, aged 79, died recently a! 
a study of the home of his daughter in South Pascagoula. 
} 
the completeness and ap- | MISSOURI 
li ° f wih. onties ¢ saetienl — cones ecru ey — yond 
- | esday from to a. m., has been star a e Gen- 
p ication O proper pro | peste ‘aed, Kansas City. Physicians in Missouri and the 
> | Southwest have been invited to attend the clinics. 5 
tection— A year’s survey of child hygiene in conjunction with the 
| State Board of —— Ba) ret — by Dr. 
| Carlisle P. Knight, U. S. Public Healt ervice. 
and a full measure of | “The pO tee Section, American College of Surgeons, met 
in St. Louis March 10. 


° ° . | 
specialized service | Deaths 
| Dr. Alfred W. Latimer, St. Louis, aged 51, was instantly 
| killed on February 26, when the automobile in which he 
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The only organization | was riding was struck by a passenger train 

A . S . . 
exclusively engaged m | Dr. Bernard Henry Zwart, Kansas City, aged 61, died 
Professional Protection. | February 23. 


Dr. August F. Meisch, Manchester, aged 70, died March 2 
from arteriosclerosis. 





The Medical Protective Co. 
‘ NORTH CAROLINA 
Craven County now has a full-time health officer. 


re) 
Fort Wayne, Indiana The Lenoir County Medical Society was reorganized in 
” ; Kinston on March 14. The following officers were elected: 
EHUD 
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To the Medical Profession | 


THE NATIONAL PATHOLOGICAL LABORATORIES OF CHICAGO, ST. LOUIS, DE- 
TROIT AND NEW YORK are Diagnostic Institutions, ideal in equipment and personnel. 
The Directors of the Laboratories are always at your service for personal cooperation 
in all diagnostic problems, 

The following are a few items from the fee list: 


WASSERMANN TEST (Blood or Spinal Fluid) - - - - - $5.00 


We do the classical test. Any of the various modifications will be made upon request, 
without additional charge. Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - - - $5.00 


Accurate histological descriptions and diagnosis of tissues removed at operation should 
be part of the clinical record of all patients. 


AUTOGENOUS VACCINES - - - - - - += = = = $5.00 


We culture all specimens aerobically and anaerobically and isolate the offending organ- 
isms. Pipettes for collecting material for autogenous vaccines sent upon request. 


ANTI-RABIC VIRUS—Full Course Treatment - - - - - $25.00 
As improved and made under the personal supervision of Dr. D. L. Harris. (U. S. Gov- 
erment License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole Distribu- 
tors. Telegraph orders given prompt attention. Write for Booklet. 


X-RAY DEPARTMENT 
Offers the highest class of consultation service on moderate fees. Appointments may 
be made from 9 a. m. to 5 p. m. 


NATIONAL PATHOLOGICAL LABORATORIES (Inc.) 


920 Peter Smith Bldg., DETROIT 
NEW YORK: 18 E, 41st St. CHICAGO: 5 S. Wabash Ave. ST. LOUIS: University Club Bldg. 
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\ NINE MONTHS 
| THEN ITS YOURS 


Standard Of The World 


There is only one standard of the world—reli- 
able—dependable—accurate—and that % the 
Mm TYCOS, which has been adopted and is used by all 
insurance companies, the United States Govern- 
ment and medical authorities. 


Leather Case and Booklet Free 


5 With each TYCOS we give you free a handsome 
morocco leather case and a 44-page instruction book- 
let, which tells exactly how to use it. The TYCOS. 
registers both systolic and diastolic pressures. 
Modern, scientific diagnosis demands the aid of an ac- 
curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1921 Model 
Self-verifying Sphygmomanometer 


e q We will send it to month’ _ 
$2.50 Cash With Order Brings It. Wo ~Uen4..¢ Ten Days Free Trial 20%! <2:lee rst month's rent—$2.60 
of only $2.50 and allow you ten days free trial. If then you wish to keep it, Try it thoroughly for ten days. Give it every test you can. If youare willing 
simply pay the balance, $22.50, in nine small monthly payments of $2.50, and _to part with it, send it back at our expense and get your money, If pleased, 
the instrument is yours. You cannot buy it for less anywhere else. You then pay only $2.50 a month for 9 months. SEND FOR YOUR TYCOS 
cannot buy it on such easy terms except by the Aloe Easy Rental Purchase TODAY. Doit NOW. Let it PROVE it’s usefulness to you. It is so easy 
Plan. to own that you'll never miss the money. 


A. S. ALOE COMPANY, ousmisttdes 561 Olive St. ST. LOUIS, MO. 













Easy Rental Purchase Plan 
By our easy rental purchase "pores after a first 
payment of only $2.50 we will rent this TYCOS 
to you for nine months at $2.50 a month, at the end 
of which time it is your absolute property. You pay 
only the cash price—with no interest and no extras. 


THE WORLD WAR 
MADE CREDIT A BADGE OF HONOR 
Pay for your Tycos in the same manner that 
you for your Liberty Bonds, Red Cross 
and Y. M. C. A. Pledges. 
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San a rere a 


QUICK SERVICE 


Largest Stock-Low Prices 
Surgical Instruments 


Cheap Instruments at 
cheap prices anf High 
Grade European In- 
struments at low 
prices. High grade 
only sent on orders 
unless others are spec- 
ified. 

We make Deformity 
Apparatus, Elastic 
Stockings, Sanitary 
Furniture, Instru- 
ments, etc. 

liolmes’ Treatment 
Chair for the special- 
ist. It revolves, raises, 
lowers. 

New modern Office 
Furniture, Sterilizers, 
ete. 


Write for Catalogue. 


The Max Wocher & Son Co. 


Hospitals Equipped Complete. 
CINCINNATI, OHIO 


























“It Works Like 
a Charm” 


So writes a physician regarding a new way 
he had discovered for introducing a filiform 
into the bladder in cases of tight stricture. 
His experience, together with a multitude of 
others equally interesting and stimulating, 
make up one of the features of 


“Electro-Therapy 
In The Abstract” 


A 145 page bound work, pocket size, for instant 
consultation, giving valuable ethical and prac- 
tical standards of work bringing therapeutic 
ob com and a wider range of practice alike and 
abreast. 


Compiled exclusively for the medical profession, 
* and distributed without cost by the Thompson- 
Plaster Co. It is ESSENTIAL to ask for it on 
your letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VIRGINIA 
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Dr. Zebulon V. Mosely, Kinston, President; Dr. Mathew L. 
Carr, LaGrange, Vice-President; Dr. Charles P. Mangum, 
Kinston, Secretary-Treasurer. 

A dozen of the children’s men who spend some part of 
their summers in the mountains of North Carolina have 
combined to offer a post-graduate course in the essentials 
of the diseases of children from July 25 to August 5 this 
summer, under the name “Southern Pediatric Seminar.” 
The medical pediatric teaching and _ clinical laboratory 
course will be carried on in the 75-bed Infants’ and Chil- 
dren’s Sanatorium at Saluda; the social and _ preventive 
pediatrics, at the Diagnostic and Nutritional Clinic at Black 
Mountain; and the demonstration work in the specialties 
allied to pediatrics in the hospitals of Asheville. All of 
these men are serving without compensation. There will 
be a nominal registration fee, to cover the actual expenses 
of the undertaking. 

Dr. C. S. Lawrence, Winston-Salem, has purchased a site 
upon which he will erect a modern hospital to cost about 
$40,000. The building will probably be ready for occupancy 
on August 1. 

The Medical Societies of Martin, Pitt and Beaufort Coun- 
ties on March 23 organized a Tri-County Medical Society. 
The following officers were elected: Dr. H. W. Carter, Beau- 
fort County, President; Dr. W. H. Harrell, Martin County, 
and Dr. K. P. Pace, Pitt County, Vice-Presidents; Dr. W. 
E. Warren, Martin County, Secretary-Treasurer. 

Plans have been approved and the work of construction 
will soon be started on the erection of a new hospital at 
Rocky Mount to replace the Atlantic Coast Line Hospital 
destroyed by fire. 

Mrs. George W. Vanderbilt, Asheville, has offered a site 
of fifteen acres and a cash subscription of $25,000 to rebuild 
the Biltmore Hospital, which was recently destroyed by fire. 


Deaths 
Dr. Francis Juat, Raeford, aged 60, died January 29 from 
heart disease. 
Dr. Rufus J. Teague, Roxboro, aged 56, died in St. Luke’s 
Hospital, Richmond, Va., December 27. 
Dr. Daniel P. Whitley, Albemarle, aged 54, died March 7. 





OKLAHOMA 

On February 14 the State Senate passed a bill providing 
an appropriation of $800,000 for the construction of a hos- 
pital and vocational training building for wounded and dis- 
abled former service men. 

Physicians of Oklahoma City are perfecting plans to 
finance and erect a physicians’ and surgeons’ building at a 
cost of $150,000. 

The Oklahoma Section, American College of Surgeons, 
met in Oklahoma City February 21-22. 

Dr. V. C. Tisdal, Elk City, on April 1 opened his sanita- 
rium, which was erected at a cost of approximately $75,000. 

Dr. M. D. Carnell has opened a maternity hospital in 
ee 

A. L. Blesh, Oklahoma City, and Miss Beatrice Rogers, 
Bs os Bay were married in Ardmore on January 22. 


Deaths 
Dr. John Dectur Justice, Hunter, aged 66, died March 15 


(Continued on page 5%) 








A COURSE IN TRAINING FOR X-RAY 
TECHNICIANS 


Three months course. Number of students limited. 
For detailed information write to X-Ray Department, 
Johns Hopkins Hospital, Baltimore, Md. 


al ce*’Medical Record 


We condense and eliminate suit busy 
men. Only independent ae weekly. 
One of the four leading medical journals of 
the world. Necessary to all progressive physicians. 55th 


year. 












eekly, $5.00 per year. Sample 
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When a Physician Says-- 


“TI wear them myself—and find them indispensable from every 
standpoint of hygiene and comfort,” there can be little doubt of his 


opinion of 
O’Sullivan’s Heels 


As a matter of fact, a large proportion of the busy, hard working 
medical men of the country have learned beyond all question that 
wearing O’Sullivan Heels means a notable saving of bodily fatigue 
and nerve exhaustion. They know from their own experience that the 
harsh, nerve-tiring jars and shocks incident to walking on hard floors 
and sidewalks, are greatly reduced by the cushion-like resilience of 
these heels of live rubber. The benefits are pro- 
nounced, and their hygienic worth is measurable 
in terms of lessened fatigue, conservation of en- 
ergy, greater comfort, and increased physical effi- 
ciency. 

If you are not wearing O'Sullivan’s Heels, you 
are denying yourself much comfort and satisfac- 
tion. 


O’SULLIVAN RUBBER CO., Inc., New York City 























TYPES OF INSOMNIA 





AS ENCOUNTERED IN 
Nervous Strain Neurasthenia 
Neuroses Psychoses 
Narcotic Habituation 


MILDER TYPES: Adalin, 10 to 20 grains. 


MODERATE TYPES: Veronal and Veronal-Sodium, 5 to 10 grains. 
Sulfonal! and Trional, 10 to 15 grains. 


SEVERE TYPES: Luminal and Luminal Sodium, 3 to 5 grains. 











HOW SUPPLIED: 





The above named hypnotics are supplied in powder and 
tablet form 


WINTHROP CHEMICAL COMPANY, Inc. 


189-191 Franklin Street, New York, N. Y. 
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Send for our hospital supply circular 








Save Your Old Surgical Instruments 


INSTRUMENTS 
REPAIRED 
RENICKELED 
MADE OVER 
LIKE NEW 


Send them to us; you will be pleased. 
COST IS SMALL compared with price of 
new instruments. 


SURGICAL SELLING COMPANY 


Wholesale Hospital Supplies 
53 WALTON St. ATLANTA, GA. 

















Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 
These hypules not only insure 
§ full potency and exact dosage of 
I the drug to be administered, but | 
they afford the physician an ascep- 
Heisters tic, and readily assimilated solu- Heisters 
Hypeles tion or suspension. For treatment Hypules 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


List on Application CINCINNATI, OHIO, U.S.A. 











(Continued from page 48) 
SOUTH CAROLINA 


Greenwood County Medical Society has elected the fol- 
lowing officers: Dr. C. H. Blake, President; Dr. S. W. 
Page, Vice-President; Dr. John F. Simmons, Secretary. 

Marlboro County Medical Society has elected the following 
officers: Dr. Douglas Jennings, Jr., McColl, President; Dr. 
A. F. Mahoney, Clio, Vice-President; Dr. D. D. Strauss, 
re-elected Secretary. 

York County Medical Society has elected the following of- 
ficers: Dr. W. R. Blackmon, Rock Hill, President; Dr. Philip 
W. Hunter, York, Secretary. 

Pickens County Medical Society has elected the following 
officers: Dr. L. G. Clayton, Central, President; Dr. W. A. 
Tripp, Easley, Vice-President; Dr. J. L. Bolt, Easley, Sec- 
retary-Treasurer. 

The Fifth District Medical Society was reorganized at a 
meeting in Rock Hill on March 15. The following officers 
were elected: Dr. William R. Wallace, Chester, President ; 
Drs. George W. Poovey, Lancaster, William M. Love, Ches- 
ter, Vice-Presidents; Dr. George A. Hennies, Chester, Sec- 
retary-Treasurer. 

Dr. Wilfred McLauren Shaw, Sumter, and Miss Jean Van 
Auker, Youngstown, Ohio, married March 28 


Deaths 
Dr. Leo Lake Jameson, Easley, aged 29, died February 27. 
Dr. John Broadus Stepp, Spartanburg, aged 58, died 
February 21. 


TENNESSEE 


Equipment for the free venereal clinic which is being es- 
tablished in Johnson City is being rapidly installed. The 
clinic is under the direction of Dr. H. D. Miller, who will 
be assisted by Mrs. Pemberton, local Red Cross Public 
Health Nurse. 

A public health clinic, operated under the auspices of the 
Robertson County Public Health Service and Red Cross, 
was opened in Springfield on April 6. Offices will be main- 
tained in the W. T. Henry Building. 

The Corroll County Medical Society has elected the fol- 
lowing officers: Dr. G. C. Bryant, McLemoresville, Presi- 
dent; Drs. A. T. Dennison, McKenzie, and Roy A. Douglass. 
Huntingdon, Vice-Presidents; Dr. J. H. Williams, McKen- 
zie, Secretary. 

Lincoln County Medical Society has elected the following 
officers: Dr. W. S. Joplin, President; Dr. J. D. Bryant, 
Vice-President; Dr. J. M. McWilliams, Secretary-Treasurer. 

Loudon County Medical Society has elected the following 
officers: Dr. W. T. Foute, Lenoir City, President; Dr. G. 
Maleolm Scott, Lenoir City, Vice-President; Dr. J. G. Eblen, 
Lenoir City, Treasurer; Dr. Halbert Robinson, Loudon, Sec- 
retary. 

Deaths 


Dr. Reginald Stonestreet, Nashville, aged 56, died 
March 14, 

Dr. W. H. Tucker, Jr., Double Bridges, died March 22 at 
the home of Dr. S. T. Chapman at Halls. 

Dr. Albert T. Slemons, Edgemoor, aged 55, died March 17 
from heart disease. 

Dr. James J. Shell, Memphis, aged 74, died March 22. 

Dr. E. A. Taylor, Kenton, aged 75, died February 7 from 
smallpox. 

Dr. S. G. Goble, Shelbyville, died recently. 

Dr. P. N. Matlock, Obion, aged 77, died March 25. 


TEXAS 


Dr. D. Dean, of Atlanta, Ga., has been placed in charge 
of the sanitary work in Williamson County under the direc- 
tion of the State Board of Health, succeeding Dr. J. 
Adams, resigned. 

Denton County Medical Society has elected the following 
officers: Dr. M. L. Martin, Denton, President; Dr. T. C. 
Dobbins, Denton, Vice- President ; Dr. E. W. Breihan, Den- 
ton, Secretary-Treasurer. 

Houston County Medical Society has elected the following 
officers: Dr. George R. Taylor, Crockett, President; Dr. E. 
B. Stokes, Crockett, Vice-President; Dr. R. E. Dillard, 
Crockett, Secretary-Treasurer. 

Montgomery County Medical Society has elected the fol- 
lowing officers: Dr. W. D. Morris, Conroe, President; Dr. 
Joe A. Bybee, Conroe, Vice-President; Dr. W. P. Ingrum, 
Conroe, Secretary. 

Scurry-Dickens-Kent County Medical Society has elected 
the following officers: Dr. A. O. Scarborough, Snyder, 
President; Dr. L. E. Trigg, Snyder, Vice-President; Dr. W. 
R. Johnson, Snyder, Secretary-Treasurer. 


(Continued on page 52) 
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WHY NOT YOU? 


¥ 


pute Alpine Sun Lamp is recog- 

nized by prominent men of the 
profession as a valuable therapeutic 
aid. This modality has been tried 
and tested over a period of ten years, 
in the hands of hosts of men and 
never once proved otherwise than ef- 
ficient and—valuable. 


A vast amount of research work and a 
great number of clinical tests have enabled 
us to improve upon and bring it up to its 
present high state of efficiency where it re- 
mains—still without a peer. 


It provides a convenient and very power- 
ful apparatus for the application of intense 
ultra-violet rays to most manifestations of 
tuberculosis; superficial skin lesions, post- 
operative infections, nervous’ disorders, 
osteomylitis, ulcers and wounds, and con. 
ditions resulting from faulty metabolism. 


Send for manual of interesting writings 
by authorities. Address Dept. D. 


Hanovia Chemical & Mis. Co. 


Branch Offices: 
NEW YORK, CHICAGO, SAN FRANCISCO 


NEWARK, N. J. 
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TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE 
INSTALLATIONS 


of 
EMANATION APPARATUS 
SOLD ON BASIS OF 
U. S. 
BUREAU OF STANDARDS 
CERTIFICATE 


Correspondence invited by our 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, INnc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S.A. 


BRANCH OFFICES 
122 S. MICHI- 50 UNION 
GAN AVE. SQUARE 
CHICAGO NEW YORK PARIS 


LONDON 
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CLASSIFIED ADVERTISEMENTS 


GUINEA PIGS AND RABBITS—Laboratory purposes, 
strong, healthy stock, pigs 8 to 10 ounces $1.00, 1 











2 to 14 | 


| 


ounces $1.25 and 16 ounces up to $1.50. Nice breeding sows | 


$2.00 each. Young mature rabbits 4 to 8 pounds, 50c 
pound. E. L. Harris, 1512 East Main St., Chattanooga, Tenn. 


FOR SALE—X-ray transformers and accessories. Bar- 
gains in used apparatus thoroughly overhauled and _in- 
stalled. Send for list. Frederic Johnson Company, Sales 
Distributors, Victor X-Ray Corporation, 719 Brown-Marx 
Building, Birmingham, Ala. 


HIGH POWER 


Electric Centrifuges 


Send for ze Cat. Ca 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON. MA 











1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 











1000 Professional Cards $4.50 
1000 Noteheads 4.50 
1000 Drug Envelopes 3.00 


1000 Statements 
1000 ‘‘Actual” Typewritten Letters........................ 


Prices include parcel post charges 
A few samples free 
. H. KRAUS 





A 
407-409 Chestnut St. Milwaukee, Wis. 


BOLEN 


ABDOMINAL SUPPORTERS AND 
BINDERS 


(patented) 


FOR MEN, WOMEN AND CHILDREN 














Special Supporter for Pendulus Abdomen, Ventral and Umbilical 
Hernias 


Descriptive literature mailed free upon request 


BOLEN MFG. CO. 


Jacobs Hall Bldg. OMAHA, NEB. 
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(Continued from page 50) 
Deaths 


Dr. Rudloph Menger, San Antonio, aged 69, died March 15. 


Dr. Augustus H. Conson, Gainesville, aged 72, died 
March 18. 

Dr. Louis W. Bains, Brookshire, aged 58, died in Hous- 
ton February 25. 

Dr. E. H. B. Steel, Deport, died March 30. 


VIRGINIA 


_The annex to the Protestant Hospital, Norfolk, known as 
the Philip Levy Memorial Annex, was recently opened. 
The annex was erected at a cost of approximately $96,000 
and was the gift of the widow of the late Philip Levy. 

The physiological laboratory of the University of Virginia, 
Charlottesville, which was recently partially destroyed by 
fire, is being rebuilt in accordance with the original plan. 

The King’s Daughters’ new clinic building, Norfolk, con- 
structed at a cost of $14,000, which was a gift of the Kiwanis 
Club, has been completed. 

Norfolk has been selected by the United States Govern- 
ment as the site for a new hospital to cost $900,000. 

At a recent meeting of the Board of the Sons of the 
American Revolution, held in Richmond, Dr. Ennion G. 
Williams was elected a member. 

Dr. F. G. Scott, Orange, has been elected Assistant Chief 
of the fire company of that city. 

The Spotsylvania, Stafford and King George County Med- 
ical Society was recently reorganized and its name changed 
to Fredericksburg Medical Association. The following of- 
ficers were elected: Dr. W. A. Harris, Spotsylvania, Presi- 
dent; Dr. Roderick Dew, Woodford, Vice-President; Dr. C. 
Mason Smith, Fredericksburg, Secretary. 

Dr. Paul V. Anderson, Richmond, has been elected a mem- 
ber of the Board of the Federal Trust Company, Richmond. 

Dr. C. Bernard Pritchett, Danville, announces that his 
practice in future will be limited to dermatlogy, x-ray and 
diseases of the genito-urinary system. 

Dr. David Lane Elder, Hopewell, and Miss Elizabeth Gar- 
rett Shumate, Bassetts, were married February 16. 

r. M. B. Coffman and Miss Mae Rolin Davie, both of 
Richmond, were married February 16. 
Deaths 


Dr. B. Dorsey Downey, Portsmouth, aged 60, died Decem- 
ber 23. 

Dr. Robert Allan Torrance, Norfolk, aged 31, died in a 
hospital at Gillingham, Kent, England, February 25. 

Dr. Deucalion Gregory, Woodbury, aged 74, died March 1. 


WEST VIRGINIA 

A miners’ hospital which will cost approximately $500,000 
will soon be built at Charleston. The project will be 
financed by about 20,000 union miners who have voted a 
monthly assessment of $1.00 each until the building is 
paid for. 

Dr. Lindsay T. Vinson, Huntington, was appointed State 
Commissioner of Health on February 28 to succeed Dr. R. 
T. Davis, resigned. 

Deaths ad 


Dr. Walter S. Link, Parkersburg, aged 50, died March 6 
from cerebral hemorrhage. 

Dr. George L. Bomberger, 
March 2 from heart disease. 


.Independence, aged 80, died 


DOCTOR: Write or Wire 


Ambulatory Pneumatic Splint Mfg. Co. 


ATLAS BLOCK, CHICAGO 


wumFRACTURESS§ 


~ Hip, 1 Thigh or Leg Set. Splints Rented 
Ready to Apply. Your Treatment of 
Patients, In or Out of Bed, Secures Good 
Bone Union, Comfort, Strength and 
Health in the Least Time with the Ambu-, 
latory Pneumatic Splint. 








Specify it and our “Am- 
bumatic’ Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture, Prices, etc. 
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HE INTRAVENOUS METHOD 

of drug administration is rapidly coming into 
general use. The single absolutely essential factor 
is the absolute safety, uniform dependability and 
superlative purity, uniformity and standardization 
of the solutions employed. 
This is exemplified by the products of the New York 
Intravenous Laboratory. 


Absolute purity of raw material, scientifically cor- 
rect manufacturing methods, rigidly executed Chem- 
ical, Biological, Pharmacologic and Toxicity Tests 


have made and will safeguard the reputation of 
Loeser products. 


Comprehensive Clinical Evidence confirms con- 
clusively the claims of 


Loeser’s Intravenous Solutions 


Tron and Arsenic Mercury Bichloride 
Sodium fodide Guaiacol and Iodine 


Sodium Salicylate ‘Te 
Salicylate and Iodide Iron Glycerophosphate 


Arsenic and Mercury Digitalis 
Mercury Oxycyanide : Quinine Dihydrochloride 
to represent the “last word” in solutions for 
Intravenous use. 


Clinical reports, reprints, price list, directions 
for use, will be sent to any physician 
on request. 


New York Intravenous Laboratory 
100 West 21st Street 
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“KELENE” 


PURE CHLORIDE OF ETHYL 
FOR LOCAL AND GENERAL 
ANAESTHESIA 
MANUFACTURERS: 
FRIES BROS. 
92READST. NEW YORK 
SOLE DISTRIBUTORS FOR THE UNITED STATES AND CANADA 


MERCK & CO. 
NEW YORK MONTREAL ST. LOUIS 


Literature Sent Upon Request 
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BIOLOGICALS 


KEPT UNDER THE MOST 
IDEAL CONDITIONS 


We run a complete refrigeration plant with 


he p 1 . | day and night service. 
; | iad) | | We stock only the recognized standard lines 
sul 








MULFORD’S PARKE-DAVIS 
sesame 


VANJANTWERP’S DRUG CORPORATION 


Mobile, Alabama 
rks Order of us---We Market Only Reliable Products 
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WHAT IS THE “BEST” FOOD FOR THE INFANT? 




















MEAD’S DEXTRI-MALTOSE, cow’s milk and water is 
suitable for most Babies. 


There are times when a temporary feeding of Barley Flour 
gruel is needed—MEAD’S BARLEY FLOUR (sterilized). 


Flour Ball diluents meet the requirements of certain indi- 
cations—MEAD’S CEREA. 





Arrowroot has its usefulness—MEAD’S ARROWROOT 
FLOUR. 











Malt Soup gives gratifying results in feeding Marasmic 
Babies—MEAD’S DRY MALT SOUP. 


MEAD’S INFANT DIET MATERIALS FOR 
INDIVIDUAL FEEDING 





THE MEAD JOHNSON POLICY 


Mead’s Infant Diet Materials are advertised only to 
the medical profession. No feeding directions ac- 
company trade packages. Information regarding 
their use reaches the mother only by written instruc- 
tions from her doctor on his own private prescrip- 
tion blank. 























Literature and Samples on Request 
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A Matter of 


Seconds 


F there is one feature of Adrenalin that stands 
out above all others it is the promptness and 
definiteness of its therapeutic effects. 


Take the paroxysms of asthma for example: 
four minims of Adrenalin injected hypodermically 
will usually bring gratifying relief to the patient in 
a few seconds. 

Adrenalin relaxes the constricted muscular fibers 
of the bronchi and at the same time increases the 


force and effectiveness of the ventricular contrac- 
tions of the heart. 
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Parke, Davis & Company 
































